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higher centers. DIMETHYLANE is the safe 
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As a tranquilizing agent in office practice, 
Raudixin produces a calming effect, usually 
free of lethargy and hangover and without the 
loss of alertness often associated with barbi- 
turate sedation. It does not significantly lower 
the blood pressure of normotensive patients. 
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Serpasil, a nonhypnotic tranquilizing 
agent, not only produces remissions 
in severe neuropsychiatric states in 
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an adjuvant to psychotherapy in the 
milder, ambulant cases seen in every- 
day practice. 
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Announcing 


the 
Publication of the Proceedings 
of the Important Conference on 


Psychotherapy and Counseling 


Held at the New York Academy of Sciences 
December 3 and 4, 1954 


Co-chairmen: Lawrence Frank and Rollo May 


In this conference five groups participated from disciplines engaged in various types of psycho- 
therapy and counseling, medicine, psychology, social work, and ministry, and counseling and guidance. 
The purpose of the conference was to describe the current common and accepted practices by which 
each of these professions seeks to meet those human needs which can be helped by psychotherapy 
and counseling, and what particular training is now being provided 

Preparatory commissions, made up of five to eight members of each of the above professions, met 
over the preceding eight months to review their experience and formulate their views on such topics 
as the iivaian What kinds of persons with what kinds of problems does their profession seek to 
help by means of psychotherapy or counseling, in individual and group therapy? What methods does 
their profession use? What kind of training—pre-professional, professional, and supervised experi- 
ence—is now being provided to prepare practitioners for giving such services? Under what circum- 
stances does the profession collaborate with one or another of these professions, and what is the part 
of each in this collaboration? How are the persons to be trained selected? What are the social 
expectations and sanctions inherent in the situation in which each profession functions, and how do 
these influence the practice of the profession? By what methods and techniques does each profession 
critically examine its own work and seek to advance its professional competence? The Proceedings 
contain the reports from the commissions and the discussion of the findings at the conference. 

PERSONNEL OF THE COMMISSIONS: Medicine: Frederick Allen, Chairman, William Cooper, 
Louis Martin Fraad, Florence Powdermaker, Robert F. Sooley, Exie Welsch. Discussant: Eric Linde- 
man, Psychology Nevitt Sanford, ‘hairman, Peter Blos, Harry Bone, Arthur Combs, George Klein, 
Rollo May. Discussants: Robert Ww White, George A. Kelly. Social Work: Luther E. Woodward, 
Chairman, Margaret Blenkner, Robert Gombe rg, Alice McCabe, Sonia Penn, Clara Rabinowitz, Mira 
Talbot, Dis ussants; Lucille Nichol Austin, Helen Harris Perlman. Ministry: Wayne E. Oates, Chair- 
man, William C. Bier, Charles A. Curran, Seward Hiltner, Fred Hollander, Reuel L. Howe, Fred- 
erick Kuether, Robert Leslie. Discussants: Paul Johnson, Noel Mailloux. Guidance and Counseling 
Frances M. Wilson, Chairman, Ruth Andrus, Morris Krugman, Isabel Mason, Janet Fowler Nelson, 
William G. Perry, Jr., Leonard W. Rockower. Discussants: Roland Baxt, Philip Zlatchin. 


Available in December from 
THE NEW YORK ACADEMY OF SCIENCES 
2 East Street 
New York 21, N. Y. 
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For example, at Rochester State Hospital, New York, “most of 
the electric shock in the hospital was suddenly abolished and 
‘Thorazine’ was substituted . . . The number of patients receiving 
electric shock has fallen from a former level of 300 to only 9.” 


Pollack, B.: M. Times 83:439 (May) 1955. 


‘Thorazine’ Hydrochloride is available in ampuls, tablets and syrup. 


Additional information on ‘Thorazine’ is available on request. 


Smith, Kline & French Laboratories, Philadelphia 1 


*T.M. Reg. ULS. Pat. Off. for S.K.F.’s brand of chlorpromazine. 
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MAN—AND HUMAN NATURE ' 
M. F. ASHLEY MONTAGU, Princeton, N. J. 


“Ideas taught do not have greater power 
than they receive from those who are taught.” 


Francesco Sanchez (1552-1632), 
Quod Nihil Scitur, Lyons, 1581. 


What is man? What is human nature? 
These are questions which have exercised the 
speculative faculty of human beings ever since 
they became capable of self-reflection. As we 
examine the cultures of humanity, that is to 
say, the man-made parts of the human envi- 
ronment, or as Sir John Myres(1) has put it, 
what remains of men’s past working on their 
present, to shape their future, we find that 
the answers to these questions are usually 
interrelated in a special way. We find that 
the answer to the question—“What is man?” 
—is usually returned in terms of what man’s 
nature is conceived to be. 

In other words, we at once perceive that 
most cultures begin with a conception of 
human nature and then proceed to fashion 
their man according to it. Man is custom 
made, tailored according to the pattern pre- 
vailing in his particular culture. And, as stu- 
dents of human society have shown, man’s 
societies are remarkably various. Within the 
great range of human cultures the views held 
concerning the nature of man are probably 
as numerous as the leaves in Vallombrosa. 
In point of fact we know astonishingly little 
of the views concerning the nature of man 
held by nonliterate peoples. In most cases we 
know more about what they think of their 
supernaturals than about what they think of 
the nature of man(2). But we do know a 
little, and together with what we have learned 
of the views of man held by the literate cul- 
tures of the world, we can say that these well- 
nigh exhaust the envisageable possibilities. 
A comparative study of the “man-views,” 
as they may be called, has never been made. 
It would be most revealing. The nearest 
thing that we have to it at the present time is 
the studies in culture and personality that 
anthropologists have initiated in recent years. 


1 Address delivered at the annual dinner at the 
111th annual meeting of The American Psychiatric 
Association, Atlantic City, N. J., May 11, 1955. 


Such studies, in which the attention is largely 
focussed on child-rearing practices and their 
relation to the development of personality, 
throw considerable light upon the “man- 
views” of different cultures, and represent, 
perhaps, the best means available to us of 
discovering the nature of those views(3). 

For the cultures of the western world the 
work of psychoanalytically oriented investi- 
gators has proven equally illuminating(4). 
There has been not merely a convergence of 
interest but an increasingly active and fruit- 
ful partnership between anthropologists and 
psychiatrists. There is every promise that 
this collaboration will increase, and also that 
it will have the most beneficial effects upon 
the social and medical sciences to the great 
advantage of humanity. I am convinced that 
the healthy course upon which we are now 
embarked will lead to the discovery that 
medicine is possibly more of a social science 
than it is by many at present allowed to 
be(5). 

I should like here to consider with you the 
conceptions of man and of human nature 
which prevail in the western world. There 
are several reasons why at this time we should 
pause to examine critically the beliefs held 
in the western world respecting man and his 
nature. 

In the first place, it is a good practice, from 
time to time, to hang a question mark on the 
beliefs we take most for granted, for those 
beliefs may in fact be wholly or partly er- 
roneous. Many of our most entrenched be- 
liefs when subjected to such questioning are 
found to be so encrusted with age and forti- 
fied by rationalization that they have become 
impervious to any but the most critical ex- 
amination. In the second place, such beliefs 
may be very damaging without our knowing 
that they are. In the third place, while it is 
seldom possible to trace the origins of many 
cultural traditions, it is possible to trace 
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something of the complex history of the 
“man-view” so widely held throughout the 
western world, and hence, if we are in error, 
we may yet learn something of the route by 
which we arrived at what may be described 
as our compulsive enslavement to destructive 
certainties—the very edge of doom. In the 
fourth place, as a consequence of the labors 
of many workers in the medical, psychiatric, 
social, and biological fields a great deal of 
largely unintegrated knowledge has been ac- 
cumulated which renders a revaluation of our 
traditional “man-view” urgently necessary. 

By “traditional” is to be understood not 
only the beliefs that we have inherited from 
antiquity, but also those of more recent vin- 
tage which have in any way contributed to the 
traditional complex of beliefs. 

Can we give a brief statement which fairly 
represents the essence of this traditional com- 
plex of beliefs? A very short statement 
would be that in the western world it is gen- 
erally believed man is a “cussed” and 
“ornery” creature. There is good and evil in 
him, but the good is so shot through with the 
evil, that one must constantly be policing the 
evil in orde> to give the good an opportunity 
to expres. itself. Child-rearing practices, 
education, religion, indeed most, if not all, of 
man’s major social institutions testify to the 
pervasiveness of this view of human nature. 

Most of the trouble in which man finds 
himself is held to be due to his inherent brat- 
tishness. Hence the necessity of designing 
social controls calculated to keep the brute 
in him in check so that the amount of trouble 
into which he gets is kept to more or less 
manageable proportions (6). 

How old are these views in the western tra- 
dition? They seem to be as old as the oldest 
traceable traditions of the west. These tradi- 
tions were largely reinforced and supple- 
mented in the west by the introduction of 
Christianity, and the teachings of the Old and 
New Testaments plus the addition of Greek 
pessimism—the | Hebraeo-Christian-Greek 
tradition, By the Hebraeo-Christian-Greek 
tradition I mean principally the interpreta- 
tion given to the teachings of Jesus by a 
member of the same culture-world as the 
latter. This member was the divinely ob- 
sessed, Jesus-intoxicated, uncompromising 
zealot, Saul called Paul. It is to St. Paul 


rather than to Jesus that Christianity owes its 
basic form and much of its content. It is to 
St. Paul that the western world is indebted 
for the peculiar development of the doctrine 
of Original Sin and the inherent wickedness 
of man—a dogma, so far as we know, not 
even remotely suggested by anything Jesus 
ever said or did.? 

St. Peter’s teachings were systematically 
elaborated by the Church Fathers, so that 
they became accepted doctrine throughout the 
length and breadth of Christendom. Jansen- 
ism and Puritanism are two, by no means ex- 
treme, forms of this doctrine, the one holding 
that man becomes progressively more evil as 
he lives, and the other that the proof of man’s 
inherent evil nature lies in his apparently 
unlimited capacity for enjoyment. For Jona- 
than Edwards (1703-1758), for example, 


In Adam’s fall 
We sinned all, 


and from the consequences of this sin there 
was no escape except by virtue of divine 
grace(7). 

Hannah More (1745-1833), the English 
bluestocking, praises the dictum that children 
should be taught they are “naturally de- 
praved creatures,” and goes on to add that a 
stroll in the public gardens on Sunday eve- 
ning or attendance at a sacred concert are to 
be condemned as sinful(8). 

As Muller(g) has remarked: 

Throughout Christian history the conviction that 
man’s birthright is sin has encouraged an unrealistic 
acceptance of remediable social evils, or even a cal- 
lousness about human suffering. It helps to explain 
the easy acceptance of slavery and serfdom, and a 
record of religious atrocity unmatched by any other 
high religion. 

Western man may well ask himself the 
questions 

Have 2000 years of saying mass 
Gone as far as poison gas? 


Or taken us further, with aplomb, 
To genuflect before the atom bomb? 


To explain the existence of evil the com- 
mon appeal of many early peoples has been 
to a “fall” from a prior state of perfection. 


2The doctrine of Original Sin, in its various 
forms, enshrines the belief that the sin of Adam “was 
the sin of human nature [Rom. §: 12-21] and inheres 
as habitual sin in all who share in that nature by 
bodily generation.” Donald Attwater, ed. A Catholic 
Dictionary, p. 490. New York: Macmillan, 1941. 
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Nothing could be more natural than such an 
explanation. It is found in early Chaldean 
legends. Hesiod (Works and Days, 109-201 ) 
tells how “the golden race . . . as gods were 
wont to live.” Then, Pandora, ensnared her 
husband, Epimetheus, in disobedience of the 
divine command, to open the box with which 
she had been presented by the gods, where- 
upon trouble and sorrow escaped into the 
world, leaving only hope behind. 

The early and widespread beliefs in “the 
fall,” in doctrines of inherent natural de- 
pravity, or the original sinfulness of human 
nature, have enjoyed so wide an appeal, we 
may suspect, because they have served to 
shift the responsibility for man’s evil be- 
havior from himself to his inherent nature. 
As a self he can strive to be good, but always 
in the presence of the dangerous undertow 
of his evil and destructive impulses, which 
are constantly threatening to pull him under. 

The secular experience of humanity during 
the last 2,000 years, the internecine wars, the 
bloodshed, plunder and treachery, the general 
inhumanity of man to man, has in almost 
every way served to confirm the Church 
Fathers’ view of the natural depravity of 
man. 

The “nasty brute” view of man which is 
developed in Thomas Hobbes’ (1588-1679) 
Leviathan (1651) stated the rationalist 
viewpoint very clearly. Man, argued Hobbes, 
is simply the motions of the organism, and 
man is by nature a selfishly individualistic 
animal at constant war with all other men 
(10). Except for the eighteenth century 
Enlightenment interlude, this view of man’s 
nature has enjoyed uninterrupted sovereignty 
up to the present day. What is more, it has 
received the validation of two separate sci- 
entific disciplines, namely Darwinian evolu- 
tionary theory, and Freudian psychology. 

Life in the state of nature, the Darwinians 
convincingly showed, is a struggle for exist- 
ence, characterized by ruthless competition. 
Conflict and combat is the rule, indeed, the 
law of nature. In the social-economic context 
of the day the survival of the fittest was 
taken to mean the survival of the fightingest 
(or anyone with an income over $2,500 per 
annum); the weakest went to the wall and 
the strongest took all the prizes. Nature was 
red in tooth and claw, and though it shrieked 


against the creed of man, man was still a 
part and a product of nature(11). 

In a famous article, published in February 

1888, which became known as “The Struggle 
for Life Manifesto,” Thomas Henry Huxley 
(12) put the viewpoint he so ably represented 
in these forceful words: 
From the point of view of the moralist, the animal 
world is on about the same level as a gladiator’s 
show. The creatures are fairly well treated, and set 
to fight—whereby the strongest, the swiftest and 
the cunningest live to fight another day. The spec- 
tator has no need to turn his thumbs down, as no 
quarter is given. 


Numberless such statements could be cited 
from the authorities of the day. In our own 
time a world-famous anthropologist, and one 
of the kindliest of men, Sir Arthur Keith 
(1866-1955) could remark(13) that 

Nature keeps her orchard healthy by pruning ; war 
is her pruning-hook. We cannot dispense with her 
services. This harsh and repugnant forecast of 
man’s future is wrung from me. The future of my 
dreams is a warless world. 


Students of the human mind have been no 
less influenced by Darwinian theory than 
students of the evolution of the human body. 
Any competent comparative anatomist could 
demonstrate the evidences of structures long 
useless in man but quite functional in his 
ancestors and, of course, most of man’s ana- 
tomical characters he held in common with 
his nearest living relatives, the great apes, It 
was to be expected, then, that his psycho- 
logical endowment would also exhibit some 
persisting evidences of his lowly origins. 

It was true that man was something more 
than a beast, yet it was equally true that he 
was not less than a beast, that he was still in 
part beast, and in spite of such humanity as 
he was capable of achieving, it was only too 
evident that the beast in him would keep on 
creeping out. This viewpoint is still widely 
held at the present time—whether the beast- 
liness is of the Passionate Pauline or of the 
Dismal Darwinist variety. 

This general viewpoint has received what 
is perhaps its most striking reinforcement 
from a source which undoubtedly represents 
the most insightful contribution to our un- 
derstanding of human nature in the history 
of humanity. I refer to the psychoanalytic 
theories of Sigmund Freud (1856-1939). 

Freud was born three years before the 
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publication of Darwin’s Origin of Species. 
Freud grew up in the Darwinian age, and 
was himself a thoroughgoing Darwinist. He 
was a product of the Hebraeo-Christian tra- 
dition, of the period of Franz-Josef and the 
Victorian age, the chief concern of which 
was the preoccupation with morality, in 
which the two elemental forces of Love and 
Death fought with each other for supremacy. 
It is not surprising that Freud was unable to 
avoid structuring what he perceived of the 
dynamics of the human mind in terms of the 
dynamics of the human society with which 
he was familiar, precisely as the Darwinians 
were unable to avoid seeing nature in 
terms of the competitive struggle for ex- 
istence which prevailed in nineteenth-century 
England. There is nothing new in the dis- 
covery that we tend to see the world accord- 
ing to the kingdom that is within us, and the 
kingdom that is within us is likely to be the 
one in which we have been socialized. 
Freud, as you know, conceived of the men- 
tal life of man as the expression principally 
of the reciprocal interplay of two basic in- 
stincts, the one Eros or Love, and the other 
Thanatos or Death. What began, as Freud 
himself put it(4), as a speculative “often 
far-fetched idea” terminated as an article of 
faith in Freud’s final work(15). Exploring 
the “idea out of curiosity to see whither it 
will lead” Freud became so enamored of the 
Death Instinct that thereafter he was unable 
to resist the tendency to see death and de- 
struction wherever he could. This proceeded 
to such an extent in /reud that he was unable 
to see the answer to the question which he 
said(16) : 
We do not know how to answer, and therefore we 
should feel relieved if the whole structure of our 
arguments were to prove erroneous. The opposi- 
tion of ego (or death) instincts and sexual (life) 
instincts would then disappear, and the repetition- 
compulsion would also lose the significance we have 
attributed to it. 


The question is again stated in Freud’s last 
published work, An Outline of Psychoanaly- 
sis. He writes(15): 


If we suppose that living things appeared later than 
inanimate ones and arose out of them, then the death 
instinct agrees with the formula that we have stated, 
to the effect that instincts tend toward a return to 
an earlier state. We are unable to apply the formula 
to Eros (the love instinct). That would be to imply 
that living substance had once been a unity but had 


subsequently been torn apart and was now tending 
toward re-union. 


In a matrix of divisiveness, death, and de- 
struction, it is understandable why Freud 
should have failed to see the answer—which 
almost any elementary student of biology 
could have given him—to the question he 
asked. Freud here presents a striking il- 
lustration of the dangers which arise from 
becoming too enamored with theory, namely, 
the resulting insensibility to facts. 

Of course living substance had once been 
a unity, and we see this unity at a complex 
level in the single cell; the “tearing apart” is 
seen in the process of fission, in the one cell 
coming into being from the other, and the 
“tending toward re-union,” we see not merely 
in the conjugal behavior of organisms but in 
the tendency of organisms to relate to each 
other, as exhibited in the innate tendency of 
one organism or cell to react in a definite 
manner with another organism or cell—a 
process which has been called prototaxis(17). 

Organisms are environmental necessities 
of each other. The fact that all living organ- 
isms tend to form social aggregates, that is, 
to interact with each other in a mutually 
beneficial manner, is proof of the deep-seated 
nature of this universal drive. I have else- 
where suggested that the fundamentally so- 
cial nature of all living things has its origin 
in the reproductive relationship between 
genitor and offspring; in the fact that the 
life of either one or the other is at some time 
dependent upon the potential or actual being 
of the other ; and that the social relationships 
existing between organisms up to and includ- 
ing man represent the largely unconscious 
development of the interdependent relation- 
ship between mother and child as experienced 
in the reproductive state(18). 

Reproduction, in sexual forms, is a result 
of sexual union. The tendency of life is not 
to destroy itself but to reproduce and main- 
tain itself. Sexual conjugation and reproduc- 
tion are related not simply as cause and effect, 
in that order, but conjugation occurs as an 
effect of reproduction. The “repetition com- 
pulsion” of which Freud speaks, the desire to 
return to the unitary state, the drive toward 
union, arises out of the fact that all living 
things originate out of other living things. 
The drive to be together is an expression of 
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the desire to be united with one’s kind, to 
be unified without being reduced to uni- 
formity. 

I wish to suggest here that from the earli- 
est times, in our tradition, up to the present 
times the basic assumption concerning the 
nature of human nature, namely, that it is 
either wholly or partially evil, in reality 
represents the error of mistaking the effect 
for the cause. The evidence indicates that 
the evil in man is not the cause of his be- 
havior but the effect of the behavior of others 
upon him. 

I know of no evidence, which will with- 
stand critical examination, that any human 
being is born with the slightest element of 
evil within him, whether that evil be called 
“original sin” or a drive or tendency to 
destruction. If there is anyone anywhere 
who can produce such evidence I challenge 
them to do so. I don’t think that it can be 
produced. 

The tradition of inherent human depravity 
is an unsound one, and it is one that has been 
extremely damaging in its human and social 
effects. The day is, perhaps, not far removed 
when humanity will look back upon its “un- 
regenerate” view of itself as an unfortunate 
phase of its development during what may be 
called its trial-and-error period. The first 
million years, it would seem, are the hardest. 
We shall do well to recall that in the con- 
tinuum of life man as a species is but a flash 
in the pan, the most recent of nature’s ex- 
periments, a creature that, with somewhat 
oafish arrogance, has so prematurely named 
itself Homo sapiens, when the more appro- 
priate appellation at the present time would 
be Homo sap, with the -iens to be added 
when it has been earned. Humanity is in the 
childhood of its development—it has yet to 
achieve maturity. Man, a mutational acci- 
dent, has inherited great riches which he has 
not yet learned to use. Nature’s most favored 
child, he behaves like a spoiled brat. He has 
to learn to grow up. Will he succeed? 

That human beings possess the potentiali- 
ties for great wisdom is admitted, even by 
those who in the searing light of the hydro- 
gen bomb have concluded that the goose is 
cooked—or is it vaporized? As a matter of 
pure practical common sense I should have 
thought that the only philosophically tenable 


position for a pessimist, these days, is opti- 
mism. 

Freud, as you know, certainly entertained 
grave doubts as to man’s future. Toward the 
end of his life he grew more pessimistic than 
ever. In Civilization and Its Discontents(19) 
Freud speaks almost literally in the words 
of Thomas Hobbes: 


Men are not gentle, friendly creatures wishing for 
love ... but . . . a powerful measure of desire for 
aggression has to be reckoned as part of their in- 
stinctual endowment . . . Homo homini lupus; who 
has the courage to dispute it in the face of all the 
evidence in his own life and in history? This ag- 
gressive cruelty usually lies in wait for some prov- 
ocation, or else it steps into the service of some 
other purpose, the aim of which might as well have 
been achieved by milder measures. In circumstances 
that favour it, when those forces in the mind which 
ordinarily inhibit it cease to operate, it also mani- 
fests itself spontaneously and reveals men as savage 
beasts to whom the thought of sparing their own 
kind is alien. Anyone who calls to mind the atroci- 
ties of the early migrations, of the invasion by the 
Huns or by the so-called Mongols under Jenghiz 
Khan and Tamurlane, of the sack of Jerusalem by 
the pious crusaders, even indeed the horrors of the 
last world-war, will have to bow his head humbly 
before the truth of this view of man. 


It is, perhaps, not unfair to say that the 
view of man here enshrined by Freud has had 
a powerful influence upon both psychiatric 
theory and practice. And this view of man 
has served, of course, to give the final valida- 
tion to the traditional conception of human 
nature. 

What can we do other than humbly bow 
our heads, as Freud suggests, to the truth of 
this so frequently reinforced tradition con- 
cerning the innate aggressiveness of man? 
I would suggest that while the scientific atti- 
tude should embrace a certain amount of 
humility it is by no means a part of that atti- 
tude to bow one’s head even in the face of the 
so-called facts, for a fact is at best little more 
than an interpretation, the consensus of opin- 
ion of those who should know. Only too 
often facts, and even laws of nature, turn 
out to be nothing but theories which have 
been smuggled across the border without 
benefit of the proper customs examination 
as to their right to enter the realm of fact. 
The proper attitude in the face of facts or 
theories is not belief or disbelief, but dis- 
passionate inquiry. 

Freud expressed the belief of the greater 
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part of western tradition when he wrote that 
“men are not gentle, friendly creatures wish- 
ing for love,” but that they have a “consti- 
tutional tendency to aggression against one 
another.” The question we have to ask is: 
What is the evidence for these statements? 

The answer we are given is: The behavior 
of human beings. Human beings are hostile 
to one another, they hate, betray, destroy, 
kill, and murder. The human record, it is 
alleged, provides a ghastly record of man’s 
constitutional aggressiveness. 

Let us examine these allegations. It is be- 
yond dispute that the human record provides 
abundant proof of human aggressiveness. 
But what that record does not provide is 
proof of its innateness. And here it may be 
pointed out that when Freud uses the word 
“constitutional” he uses it incorrectly, as 
many others have done before and since, as 
equivalent to “innate.” Whereas the fact is 
that constitution represents the realization of 
the organism as an expression of the inter- 
action between its genetic endowment and 
the environment. Similarly, heredity is not 


constituted by genetic endowment, but by 
genetic endowment as developed under the 


modifying influence of the environment. 
What the organism inherits is a genetic en- 
dowment and an environment. 

The genetic endowment of man is unique, 
for it represents the most plastic system of 
potentialities for developing capacities which 
we recognize as uniquely human. These 
capacities in essence may be summed up in 
one word, namely, educability. Educability 
is, indeed, the species character of man. The 
evidence is quite clear that everything we 
know and do as human beings we have had 
to learn, which means that we have had to be 
consciously or unconscicusly taught by other 
human beings. 

Man is not born with a built-in system of 
responses to the environment, as are most 
other creatures. On the other hand, man 
is born with a built-in system of plastic po- 
tentialities which under environmental stimu- 
lation are capable of being caused to re- 
spond in a large variety of different ways. 

What we have traditionally understood as 
human nature, and what we understand 
human nature to be to this day, is not consti- 
tuted by our genetic endowment, which may 


be called primary potential human nature, 
but the expression of the potentialities con- 
stituting that endowment under the influence 
of the human environment, that is, second- 
ary human nature. It is secondary human 
nature that we know as human nature, and 
this human nature is not built in but is bred 
into us. Primary human nature we see 
overtly in the early infant’s expression of the 
basic needs—and generally we see in them 
only what we are prepared to see. 

Is there a basic need for aggression? Is 
there such a thing as an aggressive drive? 
Has anyone ever observed “aggressive in- 
stincts,” as Freud calls them, in human beings 
or the “love of aggression in individuals” as 
an expression of primary nature? I know 
of no one who has done so, for “the tendency 
to aggression” and the “love of aggression” 
of which Freud and others speak is not ob- 
servable at any time in any human being who 
has not secondarily acquired it. 

A distinguished psychiatrist, in a widely 
read book(20), has poured scorn upon “soci- 
ologists, anthropologists, and others whose 
psychological ground work is relatively de- 
ficient” for regarding aggressiveness as: 
The result of “the culture” in which the individual 
lives. They make such nonsensical propositions as 
that all aggression is the result of frustrauion. Any- 
one who has had his toe stepped on, which is cer- 
tainly not a frustration, knows how inadequate such a 
formula is. Furthermore it [we take the “it” here to 
refer to the sociologist or anthropologist] com- 
pletely ignores the question of where the aggressive 
energy comes from which is provoked by the frustra- 
tion, and this is what the instinct theory attempts to 
answer. 


It is an excellent rule not to step on any- 
one’s toes, for what I had thought were obvi- 
ous reasons. I shall do my best not to do so. 
But it seems to me, if I may mix a metaphor, 
that the writer has, as it were, fallen into 
his own trap. He denies that aggressiveness 
“is the result of culture,” and he calls non- 
sensical the proposition that all aggression is 
the result of frustration. Yet the fact is that 
the relation of culture to the determinance of 
behavioral response could not be better il- 
lustrated than by this example of toe-step- 
ping. For when a person living in a so-called 
primitive culture steps on the toes of an- 
other, he is likely to do so with bare feet, and 
is thus unlikely to hurt or frustrate the other, 
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and there will be no aggressive behavior. 
Whereas in a culture in which one wears 
shoes one is likely to hurt and frustrate the 
person upon whose toe one has stepped— 
but whether one will elicit aggressivencss or 
not will depend upon the manner in which 
the stepped-upon has learned to respond to 
his frustrations.* If we accept the generally 
accepted definition of a frustration as the 
thwarting of an expected satisfaction, then 
it may perhaps be acknowledged that having 
one’s toe stepped on may be experienced as 
a frustration of the expectation of the en- 
joyment of pursuing the 

; . noiseless tenor of one’s way 

Yet e’en these bones from insult to protect. 


We need not go further than our own 
culture to observe how the response to frus- 
tration is bred into one—and is therefore 
culturally determined. An ill-bred person 
may react to having his toes stepped on with 
aggressive behavior, a well-bred person may 
react with nonaggressive behavior. But this 
may reflect no more than a difference in the 
learned ability to control the expression of 
aggression. On the other hand, the different 
responses may actually represent a difference 
in feeling content—in the one case aggres- 
sive feeling being present and in the other 
not present. 

Other things being equal we can take this 
difference in feeling to be an expression of a 
nervous system that has been socialized in 
different ways in connection with the fre- 
quency of frustration and the training in the 
kind of responses permitted to them. I have 
not the least doubt that different cultures pro- 
duce differently organized nervous systems. 
The evidence from different cultures of the 
manner in which response to frustration is 
trained is most impressive. Anthropologists 
have made the accounts of these differences 
so widely available that even the man on the 
street knows that the Zuni Indians avoid 
every form of aggressive behavior, that the 
expression of behavior is highly institutional- 
ized among the Kwakiutl of the Northwest 


81 recall here the definitions of a student of mine. 
She wrote: “A mentally healthy person is one who 
has learned to live with his frustrations in a satis- 
factory sort of way. A neurotic is one who has 
learned to live with his frustrations in an unsatis- 
factory sort of way.” 


Pacific Coast, that the Dobuans of the West- 
ern Pacific are pathologically aggressive, and 
that the Arapesh of New Guinea control 
some forms of aggression but not others. 

Where does all the aggressive energy come 
from which is provoked by frustration ? This 
question is, indeed, a puzzler, for it certainly 
does not emanate from the store of aggres- 
siveness which man has inherited from his 
animal ancestors. If we are to judge from 
man’s closest living relatives, the chimpanzee 
and the gorilla, man is descended from 
among the least aggressive creatures in the 
animal kingdom. Under natural conditions 
these creatures are completely peaceful, vege- 
tarian, and will not hurt so much as a fly. It 
is our own ferocity that we have projected 
upon these gentle creatures. And we have 
conceived of nature in much the same way, 
having made of it, in our mind’s eye, what 
we have made of the world of man. We are 
the only species that makes war on its own 
kind, yet we speak of “the war of nature.” 
But nature does not make war on itself—only 
certain branches of mankind do. Warlike 
activities at the present day are unknown to 
many human groups. All the evidence indi- 
cates that war was a very late development 
in the history of man, not appearing until 
the Neolithic, some 10,000 years ago( 21), 

Where, then, does the aggressive energy 
of human beings come from if not from the 
stores of the “far-fetched” notion of a Death 
Instinct? From all the available evidence it 
seems to me that the answer is unequivocally 
clear: The so-called “aggressive energy” of 
human beings comes from the same source 
as that which supplies the energy to love. 
And what is that source? It is the total 
energy system of the organism, an energy 
system which is directed toward the achieve- 
ment of living in growth and development— 
the birthright of every living thing. The 
directiveness of the organism’s activities is 
toward life, not toward death. 

The energy subserving the functions of 
love is not different from that which supplies 
the dynamos of aggression; the one is not a 
transformation of the other, it is the same 
energy used to achieve the same ends—the 
maintenance and growth of the self. Aggres- 
sion is love—it is love frustrated. This is 
the relationship to which, as a student of hu- 
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man nature, I see all the evidence pointing. 
In The Origins of Love and Hate, a work 
which I regard as the most original and help- 
fully constructive critique of Freud in exist- 
ence, Ian Suttie describes aggression as a 
technique or mode for compelling the atten- 
tion which one has been denied. Hate, Suttie 
(22), points out, is not a primal independent 
instinct, but a development or intensification 
of separation‘anxiety which in turn is evoked 
by a threat against love. 

[Hate] is the maximal ultimate appeal in the child’s 
power—the most difficult for the adult to ignore. 
Its purpose is not death-secking or death-dealing, 
but the preservation of the self from the isolation 
which is death, and the restoration of a love rela- 
tionship. 


Since those words were published, 20 years 
ago, much confirmation has been brought to 
them by the researches of such workers as 
Lowrey (23), Levy(24), Goldfarb(25), Ben- 
der(26), Spitz(27), Bowlby(28), Banham 
(29), Maslow(30), and many others(31). 
These and other relevant researches prove 
that the child is dependent for its healthy de- 
velopment upon the love that it is given, and 
what is quite as important, the love that it is 
able to give to others. Fromm the moment of 
birth on the infant seeks to re-establish its 
connection with the mother. Just as the fer- 
tilized ovum seeks to attach itself to the 
womb, so the newborn seeks to attach itself 
to the mother, and in relation to her to realize 
its further development—a development 
which is a continuation of that begun in the 
womb, From the first mother and child are 
in a symbiotic relationship in which they con- 
fer mutually advantageous benefits upon each 
other. The child is as necessary for the par- 
ents further development as is the mother 
for the child’s development. And the tend- 
ency of the child’s behavior is toward 
loving others. The child’s need for love from 
others is important principally because that 
love is the most significant developer of his 
own capacity to love others. 

Indeed, it may unequivocally be stated that 
every human being is born good, good in the 
sense that every infant is born with all its 
energies oriented in the direction of confer- 
ring and receiving, of exchanging, creatively 
enlarging benefits. The purposes of the in- 


fant are constructive—mot destructive. He 
desires to live as if to live and love were one. 

When the stimulations necessary to the 
development of his need to love and be loved 
are withheld, we know that the child will gen- 
erally suffer proportionately in its capacity 
to love. We find that when the human organ- 
ism is satisfied in its expectation of love then 
it develops as a loving creature with a maxi- 
mum tolerance for frustration and a mini- 
mum need for aggression. Aggression, it 
turns out, is an acquired, not a basic need. 
It is a need which is developed in the child 
that has not had its needs for love adequately 
satisfied. In such a deprived child, during its 
critical developmental periods, the need for 
love may evoke aggressive responses so fre- 
quently, that the child may thus be taught 
aggression instead of the love in which it 
strives to develop its capacity. Such a child 
may later, as we know, use aggression when- 
ever it wants anything. 

But what is the nature of this behavior 
customarily called aggressive? The usual 
statement is that it is behavior directed to- 
ward the infliction of injury. In this mean- 
ing of the term it can safely be said that no 
human being has ever been born with one iota 
of aggression in him. In this sense it is doubt- 
ful whether any infant under 6 months of 
age ever exhibits this kind of hostile aggres- 
sion. The evidence indicates quite clearly 
that the destructive element enters, if at all, 
into the structure of aggression in the later 
stages of its development. The fact is that 
Sears and his co-workers(32) found no cor- 
relation between early frustration and later 
preschool aggression in children. They found 
this not surprising since, by definition, ag- 
gression is taken to be “a goal response to 
instigation to injure” a person, that is, a 
gratification arising from performing some 
act causing injury or pain to another. It is 
absurd to call aggressive or destructive be- 
havior consisting in the taking of clocks 
apart, the removal of the wings of insects, 
and the breaking and tearing of objects, in 
which small children almost invariably in- 
dulge. Seeing how things work is an enor- 
mously important stage in the development of 
a human being. Its best interests are not 
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advanced by treating it as a form of aggres- 
sion. 

The evidence indicates that all personal 
aggression, whether it be of the early unde- 
structive variety or of the later destructive 
kind, is almost always the response to love 
frustrated, and the expression of a claim 
upon others to provide that love. The most 
extreme forms of destructive aggression, as 
in murder, are in effect declarations of the po- 
sition into which the murderer has been forced 
and caused to say: if you will not love me, 
then I will not love you. Almost always 
when we witness aggressive behavior we are 
observing a demand for love. This is certainly 
the meaning of the aggressive behavior of 
those small infants who exhibit it—and it is 
so at all ages. 

Thus understood aggression is not best met 
with counter-aggression, but with love—for 
aggression is the expression of the need for 
love.* 

It is not human nature but human nurture 
that is the cause of human aggression. Hu- 
man nature is good, and treated as such 
leads to goodness. It is for us to realize, in 
the light of the accumulated evidence, that 
being born into the human species means 
that the individual so born is capable of be- 
coming whatever it is within the capacity of 
that individual to become. The social experi- 
ence through which the individual has passed 
will largely determine whether he will be- 
come a dominantly aggressive or a domin- 
antly loving person or someone betwixt and 
between. But there can be no doubt that the 
individual's drives are originally directed to- 
ward the achievement of love, however de- 
formed the process of achievement may sub- 

4Such aggression is not in itself satisfactory. 
As Sears (32, p. 309) and his co-workers conclude 
in their study of aggression and dependency in 
young children, “it is clear that the initial stages of 
the acquisition of aggression involve no more than 
the learning of specific adaptive acts that serve to 
remove certain kinds of interference. These acts 
happen to be destructive or injurious; they may be 
considered as instrumental rather than goal re- 
sponse aggression. That is, they are intended simply 
to aid in achieving gratification of some other drive; 
they are not satisfying in and of themselves. Much 
of the interpersonal aggression observed between 
ages 2 and 4 is of this character, and the true 
goal response aggression becomes noticeable, in 
many children, only gradually during that period.” 


sequently become. There can equally be no 
doubt that the person’s drives are never 
oriented in a destructive direction, except in 
severely disturbed cases, and that such dis- 
turbances are produced principally by cultural 
factors. 

Do let us avoid falling into the error 
of attributing to innate nature that which has 
been produced by cultural factors. Above all 
do let us avoid setting up our prejudices 
concerning human nature as the ineluctable 
laws of nature. Premature psychosclerosis 
is to be deplored in the votaries of any disci- 
pline in the process of becoming scientific. 
Reverence for father-figures is important, 
but so is irreverence. The dignity of an in- 
quirer is not best maintained by adorning 
himself with a halo of authority from what- 
ever source derived; such dignity Laurence 
Sterne once defined as a mysterious carriage 
of the body calculated to conceal the in- 
firmities of the mind. Dignity lies in the 
mairitenance of integrity of mind, in the in- 
tellectual honesty which enables one to make 
the necessary distinctions between hypothesis 
and fact, rhetoric and argument, prejudice 
and reason, “far fetched” speculations and 
the laws of nature. 

In the words of Robert Browning : 

Truth is within ourselves; it takes no rise 
From outward things, whate’er you may 
believe : 
There is an inmost center in us all, 
Where truth abides in fullness; and around, 
Wall within wall, the gross flesh hems it in, 
Perfect and true perception—which is truth; 
A baffling and perverting carnal mesh 
Which blinds it, and makes error: and, “to 
know” 
Rather consists in opening out a way 
Whence the imprison’d splendour may dart 
forth, 
Than in effecting entry for the light 
Supposed to be without. 
Paracelsus 

It is up to us to recognize, as students of 
human nature, that we have an important role 
to fulfill in the re-education of humanity, in 
releasing that imprisoned splendor which lies 
within each one of us. 
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In the following description of the Mexi- 
can family, I should like to make clear that 
only the dominant Mexican family pattern 
is described and that variants are only in- 
cidentally touched upon.* 

The Mexican family is founded upon 2 
fundamental propositions: (1) the unques- 
tioned and absolute supremacy of the father ; 
and (2) the necessary and absolute self- 
sacrifice of the mother. The mother’s role 
has from times unknown acquired an ade- 
quate qualification in the term “abnegation” 
which means the denial of any and all pos- 
sible selfish aims. 

These 2 fundamental propositions in the 
family derive from more general “existen- 
tial” value orientations, or better, generalized 
socio-cultural assumptions which imply an 
indubitable, biological, and natural superior- 
ity of the male. We shall try to demonstrate 
that the role playing of the members of the 
Mexican family follows closely—as conclu- 
sions follow premises—from the stated socio- 
cultural propositions. 

Even before a Mexican child is born, a set 
of expectations is already at work. Although 
in many societies there is a preference for 
boy babies, in Mexico the stress is greater— 
it ought to be a boy! The birth of a girl, un- 
less it appears after 1 or 2 but preferably 
3 boys, is somewhat of an emotional tragedy. 
In the past, more seriously, and recently more 
jokingly, the virility of a father who gives 
birth to a girl is considered questionable. Be- 
sides this threat, the birth of a girl means: 
(1) a bad economic break; (2) emotional 


1 Read at the 111th annual meeting of The Ameri- 
can Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

2From the Department of Psychiatry and Neu- 
rology, University of Miami School of Medicine 
and the Institute, Jackson Memorial Hospital, 
Miami, Florida. 

® As may be derived from its use in this paper the 
term “dominant pattern” is used here in a similar 
but not equivalent manner to F. Kluckhohn’s(6) use. 
Bateson(1) and C. Kluckhohn(5) have also influ- 
enced this writer. 
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and physical strain on the family that must 
compulsively guard her honor which is 
equivalent to the family’s honor. (Actually 
fundamentally the loss of virginity in a fe- 
male out of wedlock threatens brutally the 
fundamental premise of femininity and self- 
sacrifice in the female); (3) even the best 
solution through her marriage brings into 
the family a strange male intruder; (4) if 
she should not marry she will become a 
cotorra, literally an “old female parrot,” an 
individual with eternal neurotic complaints 
that are a burden to the family. 

One may well ask: why a girl at all ? How- 
ever, after several boys, one girl is desirable 
in the sense that she will serve her brothers, 
thus allowing the wife more time to care 
maternally for the husband. 

But let us see now the role expectations 
for the male child. Above all, he must grow 
up to fit the dignified role of a male. There 
must be no dolls or doll houses, but soldiers, 
guns, military helmets, broomstick horses, 
swords, titanic yells, imposing screams, panic 
among the little girls. Any little demonstra- 
tion of feminine interests will be disapproved 
by older brothers, uncles, cousins, and the 
mother herself. Older children discriminate 
against younger ones on the basis that they 
are not enough of a male (machos) to par- 
ticipate in their games which become proges- 
sively more “masculine” (rougher but also 
implicating a certain dramatically conceded 
masculinity ). Thus the younger children look 
forward with longing to the attainment of 
greater virility. Little girls are either avoided 
or a “steam roller” attitude is taken toward 
them. 

The female child must grow up to her 
destiny: superlative femininity, the home, 
maternity. The little girls amuse themselves 
with dolls and “playing house.” They must 
stay away from the rough games of the boys 
for, as the educated people explain, it would 
not be ladylike. This idea is based apparently 
on variants of the widespread belief that if 
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a girl should run or jump she would become 
aman. Very early the little girl starts help- 
ing her mother in the home chores—an area 
tabooed for the male child. In order to 
acquire greater femininity the little girl must 
start learning delicate feminine activities like 
embroidery or lace making. Later in life she 
may learn painting, music, poetry, literature, 
or philosophy. But even as a little girl she 
must always dress like a female, keep neat, 
and be graceful and coquettish. It is interest- 
ing to note that one of the postulates under 
which Mexican public education has labored 
for years is that one of the main goals of 
education is to make men more typically male 
and women more typically female. 

During the entire childhood the sign of 
virility in the male is courage to temerity, 
aggressiveness, and not to run away from a 
fight or break a deal (no rajarse). But both 
the boy and the girl must be obedient within 
the family. Paradoxically a father will feel 
proud of the child who did not run from a 
fight in the street, but at home may punish 
him severely for having disobeyed his orders 
regarding street fights. This appears to mean 
that the child must be masculine but not as 
much as his father. 

During adolescence the sign of virility in 
the male is to talk about or act in the sexual 
sphere. He who possesses information and/ 
or experience regarding sexual matters is 
inevitably the leader of the group. The pre- 
pubescent boys are coldly discriminated from 
the “seances” of adolescents on the basis that 
they are not sufficiently male-like to partici- 
pate. Girls, now instead of being avoided, 
are the alluring goal of the males. During 
adolescence there comes into being a peculiar 
phenomenon, The pursuit of the female un- 
folds into 2 aspects. In one the adolescent 
searches for the ideal woman—the one he 
would like to convert into his wife. This one 
must have all the attributes of the perfect 
feminine role. She must be chaste, delicate, 
homey (hogarefia), sweet, maternal, dreamy, 
religious, and must not smoke or cross her 
legs. Her face must be beautiful, especially 
her eyes—but not necessarily her body. Sex- 
uality takes a very secondary role. In the 
other aspect the adolescent searches for the 
sexualized female and with the clear purpose 
in mind of sexual intercourse. Here the 


roundness of the lines, and their quantity is a 
determinant factor. The male Mexican’s fe- 
male ideal implies breasts and hips, particu- 
larly hips, far broader and far more quiver- 
ing than is considered proper in this country. 
It is even more interesting to note that in 
every case as soon as the individual has found 
the woman he may idealize, ipso facto, all 
other women become objects for the sexual- 
ized search, and tempting objects of seduc- 
tion. 

As adolescence advances into youth and 
adulthood the extreme differentiation among 
feminine objects loses some of its momen- 
tum. And although the entire expression of 
sexuality is still only open to lovers or prosti- 
tutes, it is also true that the youth or the 
adult who looks for a woman with matri- 
monial intentions will, before making his de- 
cisions, attend a little more to the quality and 
quantity of the secondary sexual character- 
istics of the female. It is well to repeat, how- 
ever, that even in this case chastity and the 
other factors of femininity continue to weigh 
heavily. 

From adolescence on and through the en- 
tire life of the male, virility will be measured 
by the sexual potential, and only secondarily 
in terms of physical strength, courage, or 
audacity. So much so, that even these other 
characteristics of behavior as well as still 
other subtler ones, are believed to be depend- 
ent upon the sexual capacity. The accent falls 
upon the sexual organs and their functions. 
The size of the penis has its importance. The 
size of the testicles has more, but more im- 
portant than the physical size is the “func- 
tional” size. It is assumed they are in good 
functioning when: (1) the individual acts 
efficiently in sexual activity or speaks or 
brags convincingly of his multiple seductive 
successes; (2) when he speaks or actually 
shows that he is not afraid of death; (3) 
when the individual is very successful in the 
fields of intellectuality, science, etc. 

In each of these cases the common people, 
those that Ramos(7) speaks of as putting 
things crudely, will say, “That guy has plenty 
of nuts!” (Muchos huevos )—or else that he 
has them very well placed. This socio-cul- 
tural proposition of profound depth and 
breadth seems to embrace in its scope the 
majority of the Latin American people. A 
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Cuban physician once told be how one of the 
Cuban presidents had gone alone into a large 
military post where the commanding general 
was preparing a coup d’etat. Man to man, the 
president made the general confess and made 
him a prisoner of his former followers. The 
Cuban physician summed up the story by 
saying: “Oh! What a man, his testicles are 
bigger than a cathedral.” It is not only the 
monumental size attributed to the testicles 
that is amazing in this remark, but the inclu- 
sion in one sentence of the two opposing 
socio-cultural premises : the testicles, virility 
—the cathedral, the female set of values. 
Finally, even the undisputed authority of 
the male in the home, and in all other func- 
tions in relation to the female may be ex- 
plained by the fact that he has testicles and 
she does not. Incidents like the following are 
very common among university students: If 
one of Mexico’s relatively few career women 
obtains high grades, one or many of the 
male students will exert himself to express 
with a serious face and in a loud whisper 
that he knows from reliable sources that this 
student has already missed several menstrua- 
tions. Americans would leap to the conclusion 
that the girl is pregnant, but in Mexico the 
implication is that she is becoming a male. 
Let us return to the female. After the 
termination of the grade school, she is re- 
turned to the home. It is not feminine to 
have an advanced education. During ado- 
lescence women learn more and more the 
varied aspects of their roles. Now substi- 
tuting for, now helping the mother in her 
care and attentions to the males, she irons, 
washes, cooks, sews buttons, purchases socks 
and undershorts for her brothers (I was 25 
and in the United States before I bought my 
own underclothes), and is supposed to fulfill 
the most menial needs of her brothers. The 
brothers in turn are the faithful custodians 
of the chastity of the female. On the basis 
that nothing can happen to the sister if there 
are no male strangers around, even innocent 
courtships where well-intentioned gentlemen 
talk through the railings of a window with 
girls, are viewed with suspicion. As a con- 
sequence, these gentlemen are the subjects of 
hostility and are seen from the corner of the 
eye, and the family batteries are ready to 
shoot in case that such a boy friend may dare 


to hold the hand of the sister. The precau- 
tions are taken to such an extreme that often 
the friends of the father or brothers are 
never admitted into the homes—except of 
course if there is a fiesta, at which time there 
is a breaking down of most premises. At 
any rate, it is in this fashion that the girl 
is prepared to give and give—and receives 
little or nothing. But it is during adolescence 
and youth that the Mexican women are going 
to experience their happiest period. In effect, 
they will sooner or later be converted into the 
ideal woman for a given male. Then they will 
be placed on a pedestal and be highly over- 
evaluated. The girl in this period will re- 
ceive poems, songs, gallantries, serenades, and 
all the tenderness of which the Mexican male 
is capable. Such tokens are numerous, for 
the male has learned very well in his infancy, 
through relations with his mother, a very in- 
tensive and extensive repertoire for the ex- 
pression of affection; and, as a part of the 
maternal ideals, romanticism and idealism dig 
deep into the mental structure of the Mexi- 
can, At any rate, our Cinderella, who has 
heretofore given all and received nothing 
in exchange, enters into an ecstatic state as a 
result of this veneration, this incredible sub- 
mission—as a slave to a queen—of the im- 
posing, proud, dictatorial and conceited male. 
Many years later the Mexican female will 
again experience an ecstacy of the same 
quality when her children will consider her 
the dearest being in existence. But this is 
not surprising—both expressions of senti- 
mentality are only branchings of the same 
fundamental phenomenon; the set of ma- 
ternal values. 

Soon after the termination of the honey- 
moon, the husband passes from slave to 
master and the woman enters the hardest test 
of her life. The idealism of the male rapidly 
drops away toward the mother. To make 
matters worse, the wife cannot be considered 
as a sexual object in a broad sense. Mexican 
husbands repeatedly indicate that sex must 
be practiced in one way with the wife and in 
another with the lover. The most common 
statement refers to the fear that the wife 
might become too interested in sex if he in- 
troduces her into the subtilties of the pleas- 
ure, At other times this fear is expressed 
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in a clearer fashion by saying that the wife 
might become a prostitute. 

The husband must work and provide. He 
knows nothing, nor does he want to know 
anything, about what happens in the home. 
He demands only that all obey him and that 
his authority be unquestioned. Often after 
working hours, he joins his friends and along 
with them proceeds with a life no different 
from that he practiced when unmarried. To- 
ward his children he shows affection but be- 
fore anything authority. Although he doesn’t 
follow them himself he demands adherence 
to the “maternal” religious concepts. Often, 
however, he imposes the authority of his 
moods and his whims. He is satisfied if his 
children obey “right or crooked.” It is there- 
fore again the premise of the unquestioned 
authority. The wife submits and, deprived 
of the previous idealization, must serve him 
to his satisfaction “the way mother did.” 
Since this is not possible, the husband often 
becomes cruel and brutal toward the wife. 

The Mexican wife enters much before 
motherhood in the causeway of abnegation— 
the denial of all of her needs, and the abso- 
lute pursuit of the satisfaction of everyone 
else. 

In this frame of reference, we shall de- 
scribe the aspect that is lacking—the infancy 
of the Mexican. The Mexican mother is 
deeply affectionate and tender and overpro- 
tective toward the infant. In the beginning 
the baby gets anything and everything. In- 
fants are deeply loved, fondled, and admired 
—for the first 2 years of their existence. In 
this activity the usually large number of rela- 
tives participate. At the same time, slowly in 
the first 2 years and then under an intensive 
pressure, the infant and the child must be- 
come well brought up bien educado. They 
must become the model children who will 
perforce fit into the system of absolute obedi- 
ence to the parents. This necessary obedience, 
humility, and respect to the elders and for 
authority are imposed in a great many ways. 
Drilling in courtesy and in manners is a 
prevalent one. Thus, a well-brought-up child 
may not be yet able to pronounce his name 
properly, but when asked what it is must in- 
variably follow his answer with “para ser- 
virle” or “A sus ordenes” (To serve you—or 
at your orders). The Spanish language is 


saturated with these forms of submission. 
Actually there are two languages and when 
two people meet the one in the position of 
submission refers to the other as “Usted”; 
the one in the position of command uses “tw”, 
a familiar form of “Usted.” 

The infant must be well brought up and 
if words do not suffice, as they often do not, 
physical punishment is used. The child must 
learn submission and obedience. In the same 
fashion he learns in a rigid way the various 
aspects of the Catholic religion. To end this 
description, let us say that the mother with 
her attitude and her affect is the source of all 
tenderness, sertimentality—and the largest 
portion of the cultural expressions of the 
Mexican. The writing, painting, sculpturing, 
philosophy, and religion are saturated with 
direct or symbolic allusions to maternity. 

In spite of the fact that this is a summar- 
ized and incomplete elaboration of the Mexi- 
can family pattern, one can easily conclude 
that the general setting is favorable to the 
development of neurosis. Also, one is prone 
to think that the Mexican female would be 
commonly subject to neurosis. Table 1 seems 
to substantiate such predictions: 32% plus/ 
minus 2.65 of the male population of Mexico 
City over 18 years of age are “neurotic” and 
44% plus/minus 2.83 of the female popula- 
tion over 18 are “neurotic.” The difference is 
statistically significant to the 0.4% level of 
confidence.* 

At a more specific level one can easily de- 
duce that in the male there should be: (1) 
problems of submission, conflict, and re- 
bellion in the area of authority; (2) pre- 
occupation and anxiety regarding sexual 
potency ; (3) conflict and ambivalence regard- 
ing his double role. He must at times love and 
generally act maternally and tenderly, and at 


*The data in tables I and II are taken from 
R. Diaz-Guerrero(3). In this study an effort was 
made to measure through a 46-question question- 
naire the degree of mental health of the Metropolitan 
Mexican. The data used here are based on the 
tabulated results from 294 returned questionnaires. 
The questionnaires were distributed in Mexico City 
following Cantril’s(2) weighted random sample 
technique. Cooperation was 57%. The importance 
of dynamic, general psychological and semantic 
factors as well as the influence of socio-cultural 
conditionings were taken into account to derive a 
criteria of “mental health.” The study was a pre- 
liminary trial. 
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TABLE 1* 


Decree or Menta HEALTH 


(1) 
(2) 
(3) 
(4) 
(5) 
(6) 
(7) 
(8) 


(9) 
(10) 
(11) 


M ales 
No No 
66 
36 

(18) 
33 
40 


4! 
( 9) 


Females 


59 

(77) 10 
58 18 
47 I 


* Translated from R. Diaz-Guerrero(3). “Neurosis” is defined by the type of answer that has been enclosed in paren- 


theses. 


These data as well as those reported in Table 2 are based 


on the tabulated results from a94 returned question- 


naires which were distributed in Mexico City following Cantrill’s weighted random sample technique. 


other times sexually and virily; (4) difficul- 
ties in superseding the maternal stage: de- 
pendent-feminine individuals; (5) problems 
before and during marriage: mother’s love 
interferes with the love to another woman 
(Here one should expect an important area 
of stress where the husband, the wife, and 
the husband’s mother play the dynamics of 
jealousy) (6) the Oedipus complex, as 
Freud describes it: almost every aspect of 
the ideal setting for its development is pro- 
vided by the premises of the culture and the 
role playing. Actually areas 2, 3, 4, and 5 
above may be considered as partial expres- 
sions of the dynamics of the Oedipus com- 
plex. 

In the female the main area of stress 
should fall around her variable success in 
living up to the stiff requirements that the 
cultural premises demand. Her inability to 
live up to them should show itself in self- 
belittlement and depressive trends. Another 
area of clear disturbance should appear 
around the “old maid” complex. Finally, the 
rapid transition of the socio-cultural premises 
may affect her. 

Interestingly enough, even the occasional 
observer has opportunity to see evidences of 
mentai ill-health in the areas outlined above 
for the male. My own observation in the 
practice of psychotherapy has, in many in- 
stances, substantiated the expectation that 
these areas are the most stress producing. In 
regard to women there is little evidence. 
Women in Mexico seldom go to the psychi- 
atrist. It is a common observation, however, 


i i 


that more women than men go to the general 
practitioner with psychosomatic ailments. 
Table 1 shows that the question dealing with 
depressive mood is differentially answered in 
the affirmative by the females, and the only 
and very carefully selected question regard- 
ing pyschosomatic ailments, “Do you suffer 
from the bile ?”,® shows twice as many women 
as men suffering from it. 

}ut what seems to be even more common- 
place in one degree or another is the exist- 
ence in the Mexican male of a syndrome for 
which the common denominator is guilt. The 
extreme separation between the “female set” 
of values and the “male set,” plus the fact 
that it is the female who teaches and develops 
the personality of the child, often provokes 
in the male guilt regarding deviations from 
the female pattern. Actually in order to be 
at ease with the male pattern he must con- 
stantly break with the female one. Perhaps 
it is not an accident that the main religious 
symbol is a woman: the Virgin of Guadalupe. 
From their behavior it appears that the males 
are caught in a compulsive asking for for- 
giveness from the same symbol they must 
betray if they are to be masculine. It is only 
because a good number succeed in keeping 
each role distinct and separate, through clear 


5 The “bile” refers to the Mexican tradition that 
when a person is badly or cruelly frustrated the bile 
will pour into the blood and will produce all kinds 
of strange symptoms: abdominal pains, vomiting, 
diarrhea, headaches, dizziness, oppression, migraine, 
etc. Actually almost everything of what is now re- 
ferred as psychophysiological disorders can be pro- 
duced. 


Yes D.K. 
Are you happier alone than in company?........ (12) 8 me 
Do you get angry (43) 

Do you think life is worth living?..............++ 77 13 

Do you consider yourself a nervous person?...... (43) I ae 

Ase you very (49) 9 
F Do you feel very depressed frequently?.......... (34) 64 2 (57) | 2 
Do you like your type of work?................. 68 (27) 5 80 II ae 

Do you get along better with strangers than with 

members of your (29) 66 5 (37) 
Do you believe in trusting people?............... 27 (63) 10 13 

Do you find it difficult to concentrate?........... (21) 68 II (24) is 

Do you suffer frequently from the bile?......... (28) 66 6 (52) : 
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discrimination of the places and situations 
suitable for the playing of each, that no more 
or no more serious mental disturbance ap- 
pears. In many of the male Mexican patients 
that I have seen there is, to one degree or 
another, prominent in the picture a battle of 
“superego” and “id,” the former represent- 
ing the mother set of values and the latter 
the father set. This is Freudian, metapsy- 
chology A la Mexicain. 

From this vantage point one could say that 
many of the neurosis-provoking conflicts in 
the Mexican are “inner” conflicts, that is, 
provoked more by clashes of values rather 
than by clashes of the individual with reality. 
That this may be so is further suggested by 
a study of Gomez Robleda(4). Searching 
for the evaluations of the “average Mexican” 
he found that 34.34% of the people investi- 
gated held as their main interest in life “sex- 
uality and erotism” and 17.17% mystical and 
religious values. 

The data in Table 2 seem to substantiate 
the masculine-feminine socio-cultural dichot- 
omy. The table is self-explanatory in the con- 
text of the statements about the main socio- 
cultural premises. With more adequate 


polling techniques, one could measure the 
degree and perhaps the “quality” of the vari- 


ation from the dominant patterns. For ex- 
ample, there is little variation still in regard 
to the cultural assumption: “the mother is 
the dearest person in existence” but there is 
a tremendous change in regard to “men are 
superior intellectually to women.” 


SUMMARY 


A presentation is made of the cultural as- 
sumptions which it is believed underlie a 
great deal of the role playing in the Mexican 
family. Examples are given to demonstrate 
the effect of the assumptions in actual role 
playing. Remarks are made regarding (1) 
the areas where neurotic difficulty would be 
expected from the assumptions and the role 
playing, and (2) some evidence which seems 
to verify such expectations. It is proposed 
that opinion polls may serve the purpose of 
identifying the degree of variation of a given 
group from the dominant pattern. 
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TABLE 2* 


Socto-CuLrurAL Premises (VALUES) 


Males Females 


Yes No 


(1) Is the mother for you the dearest person in 


existence ? 


9 
(2) Do you believe the place for women is the home?.. 6 


3 


(3) Do you believe that men should “wear the pants in 


(4) 
(5) 


It 


(6) Do you believe that men are more intelligent than 


women? 


(7) 


(8) Do you think that most married men have lovers?. 51 
(9) Do you think it is natural for married men to 


(10) Do you consider yourself to be a well rounded 


woman? 
* Translated and modified from R. Diaz-Guerrero(3). 


he answer “yes” corresponds to the dominant pattern. Exceptions are in questions 4 and 5; here the answer “no” 


corresponds to the dominant pattern; D.K.: “don't know.’ 


Risk 
“HSS Ces No D.K. 
a Do you think that many of your desires are con- 
a: tary to your moral and religious teachings?..... — -- _ 19 72 9 
ce Do you believe it is proper for women to go out 
a HE Do you believe that the stricter the parents the 
— ive lover .. 22 67 II 16 74 10 
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THE DEVELOPMENT OF PLAY AS A FORM OF THERAPY: 
FROM ROUSSEAU TO ROGERS * 


DELL LEBO, M.A.,? 


The first person to advocate studying the 
play of children in order to understand and 
educate them was Rousseau. In Emile(22) 
Rousseau expressed his ideas on the aims of 
childhood training. He recognized the fact 
that childhood was a period of growth and 
that children were not tiny ladies and gentle- 
men. Further, he saw great value in child- 
hood and the games of childhood. He said 
(22, p. 71): 

Hold childhood in reverence, and do not be in any 
hurry to judge it for good or ill. . . . Give nature 
time to work before you take over her business, lest 


you interfere with her dealings. . . . Childhood is 
the sleep of reason. 


Rousseau stressed the importance of play 
in understanding the child when he recom- 
mended that a child’s teacher become a child 
himself in order to join the games of his 
pupil and thus become a proper companion. 
Rousseau’s references to the play and games 
of children were more in line with educative 
or training purposes than in accord with 
modern investigative or therapeutic uses of 
play. 

The first recorded actual use of play in 
therapy was the case of a phobic 5-year-old 
boy. For years Sigmund Freud had been 
urging his friends and pupils to collect obser- 
vations on the expressions of children. The 
parents of the fearful child, Little Hans, col- 
lected data over a period of years and sub- 
mitted them to Freud. In turn Freud made 
his diagnosis from the reports and offered 
therapeutic advice. 

In order to illustrate the type of child 
material 'reud sought to analyze, a repre- 
sentative conversation between Little Hans 
and his father, the “I” in the protocol, is 
presented (10, pp. 192-194) : 


... And I'm afraid of furniture-vans, 


I: “Why?” 


1From the psychology department, Larue D. 
Carter Memorial Hosp., Indianapolis, Ind. 

2 Now at the School of Clinical and Applied Psy- 
chology, Richmond Professional Institute, Rich- 
mond, Va. 
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Hans: “I think when furniture-horses are drag- 
ging a heavy van they'll fall down. ... Because 
once a horse in a bus fell down. .. .” 

I: “What did you think when the horse fell 
down?” 

Hans: “Now it'll always be like this. All horses 
in buses’ll fall down. . . .” 

I: “You had your nonsense [a term given Hans 
for his phobia] already at that time?” 

Hans: “No. I only got it then. . . .” 

I: “But the nonsense was that you thought a 
horse would bite you. And now you say you were 
afraid a horse would fall down.” 

Hans: “Fall down and bite. . . . 

I: “Was the horse dead when it fell down?” 

Hans: “Yes! ... No. Certainly not. I only 
said it as a joke.” (His expression at the moment, 
however, had been serious.) 

I: “. . . When the horse fell down, did you think 
of your daddy ?” 

Hans: “Perhaps. Yes. It’s possible.” 


To Freud, Hans’ childish train of thought 
revealed that the horse (his father) would 
bite him because of Hans’ wish that the 
horse (his father) should fall down thereby 
giving Hans complete right to his mother. 

This interpretation was also borne out by 
Hans’ play. His father noted (10, p. 194) : 
For some time Hans has been playing horses in the 
room; he trots about, falls down, kicks about with 


his feet, and neighs. . . . He has repeatedly run up 
to me and bitten me. 


By such play, Freud reasoned, Hans was 
indicating his acceptance of the interpretation 
more decidedly than he would in words, but 
with a change of roles. Now Hans identified 
with his father who possessed his mother. 

The publication of Hans’ infantile neu- 
rosis made many people indignant. They 
foretold an evil future “for the poor little 
boy who had been ‘robbed of his innocence’ 
at such a tender age and had been made the 
victim of a psychoanalysis” (10, p. 288). 
None of these fearful apprehensions came 
true. Hans visited Freud after a lapse of 13 
years. He felt perfectly well and suffered 
from no troubles or inhibitions. 

When Freud worked with Little Hans he 
did not follow one of Rousseau’s sugges- 
tions; he did not become a child to under- 
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stand Hans. Instead Freud, acting mostly 
through Hans’ father, sought to bring Hans 
to intellectual adulthood. Hans’ thinking was 
directed along purposeful lines. He was 
asked questions about some matters he was 
incapable of fully understanding. Such psy- 
choanalytic interest in the early years of 
childhood was the most important therapeutic 
source of modern play therapy. 

Most of the early work with children em- 
ployed Freud’s methods, rather than Rous- 
seau’s suggestion. That is to say, principles 
of adult therapy were applied to children. As 
might be expected, this led to considerable 
difficulty. 


DIFFICULTIES OF APPLYING PSYCHOANALYTIC 
TECHNIQUES TO CHILDREN 


During the past 30 years a highly special- 
ized branch of psychoanalysis has been devel- 
oped: child analysis. Until the early 1920's 
few psychoanalysts were capable of child 
analysis. They did not realize that while a 
good psychoanalytic orientation was required, 
child analysis was distinct and different from 
psychoanalysis(3). Before this distinction 
was clearly realized many analysts found it 
difficult to work with children. Even if they 
were able to establish a feeling of warmth and 
friendliness in the child they found him fre- 
quently unable to put his anxieties into words. 
Children were also uninterested in exploring 
directly their past life and developmental 
stages. Adult psychoanalytical theory placed 
great stress on the importance of forgotten 
episodes in the early years of life. Children 
were too close to these episodes to enjoy talk- 
ing about them—even if they could find the 
proper words. 

Adult psychoanalysis also relied exten- 
sively on the process of free association, The 
analyst felt somewhat helpless when his child 
patients refused to free-associate. Children 
were often brought in for analysis against 
their will. This was a new experience for 
analysts whose patients generally volunteered 
for treatment. 

As a result of these shortcomings of adult 
psychoanalytic technique when applied to 
children, most analysts contented themselves 
with collecting observations of children’s be- 
havior. Consequently, most of the early ad- 
vances in the application of psychoanalytical 


principles to child life arose from indirect 
observations combined with interpretation 
on an adult level. As we have seen, Freud’s 
(10) analysis of Littlke Hans was based on 
just such a procedure. The clarity of the 
working of the Oedipus situation in the re- 
corded conversations and play of Little Hans 
greatly increased knowledge of the dynamics 
of the unconscious mind. 

Brilliant as the analysis was, Freud saw 
that many weaknesses existed when psycho- 
analytic theory was applied to children. The 
need for a change in the analyst’s approach 
to children was soon recognized by others. 
Von Hug-Hellmuth(11, 12) reported that 
play was essential in child analysis when 
treating children 7 years of age and younger. 
It was said to be helpful as a bridge to verbal 
communication with older children. How- 
ever, von Hug-Hellmuth also emphasized the 
educative aspects of working with children. 
Educative features have continued to be im- 
portant in the psychoanalysis of children(8, 
13); however, no fixed rules were evolved 
for working with them until Melanie Klein 
(13) formulated her psychological principles 
of infant analysis in 1927. Anna Freud(7) 
developed the classical Freudian theory into 
another system of child analysis. These 2 
psychoanalytic schools of therapy differ in 
their beliefs concerning the development of 
the child’s ego and superego as well as in 
their techniques of analysis. 


THE SYSTEMS OF ANNA FREUD AND MELANIE 
KLEIN 


Anna Freud(9) utilized children’s play in 
a manner analogous to the use of dreams 
with adults. She sought to find the uncon- 
scious motivation behind imaginative play, 
drawings, and paintings. However, because 
the child’s superego was regarded as undevel- 
oped the importance of the emotional rela- 
tionship existing between the child and the 
analyst was emphasized. A feeling of rap- 
port was established before the latent content 
of the child’s play was interpreted to him. 

Whereas Klein(13) regarded the child’s 
superego as already developed, and empha- 
sized the necessity of making immediate in- 
terpretation to the child. This was said to 
reduce the anxiety created in the young child 
by an immaturely severe superego. Play 
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PLAY AS A THERAPY 


therapy furnished direct access to the child’s 
unconscious. The spontaneous play activity 
of the child was substituted for free associa- 
tion. A generous selection of small toys was 
offered the child. He could use these as he 
wished during the analytic hour. The child’s 
conversation and actions with toys were re- 
garded as being equivalent to an adult’s 
wandering free associations. 

Some therapists refused to accept any of 
the child’s play activities as being the equiva- 
lent of adult free association. They pointed 
out that free associations were produced 
under the influence of one governing aim; 
that of being cured by psychoanalysis. Child- 
ren in their play had no such intention. Be- 
cause of such considerations many therapists 
have evolved techniques of a different sort. 


OFFSHOOTS 
THERAPY 


OF PSYCHOANALYTICAL PLAY 


Play situations, in which the child was 
given a few selected toys and the therapist 
entered into the play to encourage the child 
to enact certain traumatic scenes, have been 
called active play therapy. Forms of active 
play therapy have been developed by such 
workers as D, Levy(16), Solomon(23), and 
Conn(5). 

In the limited number of toys the child is 
allowed to have, active play therapy seems to 
follow the formulations of Anna Freud. In 
the active play therapies of Conn and D. 
Levy there is no need to build up a feeling of 
rapport between the child and the analyst ; in 
this respect it resembles the play technique 
of Melanie Klein. Indeed, one modern active 
play therapist(5) has said there were to be 
no ties of gratitude betwen the child and the 
therapist. Further, Klein’s goal of rapidly 
reducing the child’s anxiety seems to have 
been successfully met in active therapy. It 
has been said that no other method can so 
quickly desensitize a child to a specific fear 
(17). 

In the active play therapy of Solomon 
(23) and John Levy(6) Anna Freud’s in- 
fluence is observed. These therapies stress 
observing the emotional relationship between 
the child and the therapist. Such a relation- 
ship is considered to be diagnostically indica- 
tive of the child’s relationship with others. 


A passive type of play therapy developed 
concurrently with active play therapy(21). 
In passive therapy the therapist did not re- 
strict the child’s play. Instead, he seemed 
just to sit in the room with the child. As the 
child acted in different ways to find out what 
was permitted, the therapist gradually al- 
lowed himself to become a part of the child’s 
play. The child was always allowed to di- 
rect the play even though the therapist might 
eventually offer simple interpretations. In 
general, the passive play therapist believes 
that the important thing in alienating an emo- 
tional disorder is the acceptance of the child’s 
expressions with understanding. The child is 
enabled to work out his anxiety, hostility, or 
insecurity, playfully and at his own speed. 

Since the passive play therapist allows the 
child to lead the way there is no restriction 
placed on what toys the child may use. He is 
not limited to a doll family but may play 
with whatever toys he desires. As a conse- 
quence of such a large choice of toys and the 
passive, accepting attitude of the therapist, 
not all of a child’s play will have strong emo- 
tional or symbolic value. Some play activities 
will be simply reenactments of the child’s 
everyday experiences. The passive attitude 
seems to be close to the use of relationship 
therapy. 


RELATIONSHIP THERAPY 


Relationship therapy stems from the think- 
ing of Otto Rank(18). It proved so valuable 
a tool that it was soon developed and modi- 
fied by other writers(1, 2, 24). It differed 
from psychoanalytic therapy in that it placed 
the major emphasis on the curative power of 
the emotional relationship between the thera- 
pist and the client.’ Little, if any, curative 
power was to be found in insight gained 
through the interpretation of past experi- 
ences, or recovered memories. Relationship 
therapy dealt entirely with the present situa- 
tion. It made no effort to explain or interpret 
past experiences. It emphasized present feel- 


* The therapeutic techniques of Solomon and J. 
Levy have been called relationship therapy. Such 
special techniques are properly classed as active 
play therapies. They utilize the relationship between 
the therapist and the child primarily as a quick di- 
agnostic indicator, rather than a major therapeutic 
element. 
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ings and reactions; so there was no need 
to question the client as to his earlier ex- 
periences. 

The technique as used with children in- 
volves situations in which the child is given 
complete freedom. He is permitted to en- 
gage in whatever activity he wishes in the 
presence of the therapist. Play materials are 
provided which the child may use or not as he 
chooses. The therapist may play with the 
child if invited by him, but his participation 
in play is minimal. 

Relationship therapy, while starting as an 
independent and vigorous movement has 
merged almost completely into a newer thera- 
peutic attitude, the nondirective approach. 


NONDIRECTIVE THERAPY 


The person responsible for the submer- 
gence of relationship therapy and the emer- 
gence of nondirective therapy is Carl Rogers 
(19, 20). Nondirective therapy has come to 
be recognized as an important approach to 
understanding behavior. It makes no attempt 
to control or change the client’s meanings, 
rather it focuses attention on creating a thera- 
peutic situation which provides experiences 
that make changes possible and leaves to the 
individual the freedom to decide the nature 
and direction of the change. 

Secause nondirective therapy emphasizes 
the belief that the client contains within him- 
self the necessary ability to solve his own 
emotional problems its methods were im- 
mediately applicable to children as well as 
adults. Indeed, nondirective therapy origin- 
ally grew out of working with children’s 
problems(14). The development of its princi- 
ples and premises have been previously dis- 
cussed in this Journal(14). Rogers’(20) 
client-centered philosophy was quickly and 
successfully applied to play therapy by Vir- 
ginia Axline(4). Her suggestions remain the 
basis of nondirective play therapy(15). 


CONCLUSION 


Psychoanalysis, while stimulating an inter- 
est in diagnosing and treating emotionally 
disturbed children, soon found its techniques 
and approaches had to be modified if they 
were to be used effectively with children. The 
child could not become an adult in order to 


be effectively psychoanalyzed. Consequently, 
the analyst had to go to the child. The im- 
portance of play and toys as an analytical 
tool was recognized. However, it was many 
years before successful analytic play tech- 
niques were established. A variety of active 
and passive forms of analytical play therapy 
continue to flourish. 

Relationship therapy emphasized the pres- 
ent rather than the past, and stressed the im- 
portance of the dynamic relationship between 
the therapist and the patient. As a result, a 
method of child treatment soon developed 
from relationship therapy. The postulates of 
relationship therapy were rapidly absorbed 
into nondirective therapy. Nondirective be- 
liefs place therapeutic reliance upon the per- 
son himself. Nondirective therapy was im- 
mediately useable as a form of play therapy. 
Its original postulates remain unchanged. 

The development of play in child therapy 
was an inevitable process, for play therapy, 
no matter on which therapeutic theory it is 
based, provides the child with a natural 
avenue of approach to the therapist. He is 
enabled to calmly and without embarrassment 
reveal his ideas, emotions, wishes, attitudes, 
and fantasies to the therapist. Therapeutic 
play behavior enables the child to immediately 
release socially unacceptable impulses and 
aggressive behavior. He may discharge his 
feelings without fear of being censured or 
punished. Such a secure emotional discharge 
serves to quickly reduce the child’s anxiety, 
enabling him to move safely on to therapeutic 
experiences. 
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SOME PSYCHIATRIC CONSIDERATIONS CONCERNING CREATIVE 
WRITING AND CRITICISM 


MERRILL MOORE, M.D., Boston, Mass. 


INTRODUCTION 


It is all too easy to forget that a piece of 
writing (when one undertakes to criticize 
it) is a product of the mind (or an expres- 
sion of a personality) and a form of human 
behavior, that can be studied, evaluated, and 
criticized in the three basic terms indicated 
in italics above. It is all too easy with prose 
and poetry to “take the author’s word for it” 
and “to accept it as if it were true,” a part 
of reality, magically created somehow by a 
magic creature (the author). Such an accept- 
ance accomplishes two things : It mistakes the 
experience of reading for the experience of 
reality (or actuality) and inasmuch as some 
authors are really so gifted as to “put us 
under their spell,” we may go a little further 
in our credulity and endow them with more 
magic than they really have, that we wish 
they had, or possibly wish we had. By such 
means an illusion helps an illusion to grow, 


temporarily, of course, but it can lead to a 
permanent confusion. Possibly something 
can be done about it in the way of forming 
objective literary standards, perhaps not. 
Certainly this problem is likely to undergo 
much more investigation in days to come. 


THE PARTICULAR TERRAIN OF POETRY 


It is not my intention to try to function as 
a geographer and map out the fabulous ter- 
rain of poetry. Only the mountain tops of 
these golden islands have risen above the 
level of the sea of our tardy knowledge, as 
yet, but I believe that it is increasingly known 
in what general directions they extend and 
much of their general outline is visible and a 
few guesses are available as to the origin and 
structure of these lands. Are they the 
weathered rock of primary geologic strata ? 
Are they igneous in origin, heaved up from 
an ancient volcano? Or are they of more 
recent coral-atoll formation? Possibly they 
are some of each. It remains for the future 
to determine, but, for the moment, we can 
investigate some obvious paths that may lead 


us somewhere, not in an airplane with a 
camera, but on foot, using our eyes. 

One of the first questions I would want to 
ask is: What relation does poetry bear to 
free association, in the mind? This is like 
asking what is the stuff that dreams are made 
of? Or, bluntly: What is poetry? Here the 
answer would correspond to a soil analysis, 
one of the first steps in any scientific geo- 
logic expedition, and here it may not be in- 
advisable to attempt this first, before the 
entire map of the terra incognita is drawn or 
attempted. 

Next, we shall wish to ask: How, why and 
what do poets write ? None of these questions 
can be answered directly or fully but some 
guesses can be offered, some opinions can be 
formulated, and some hit-or-miss replies may 
be made, in a confessedly undogmatic vein. 
We shall do well to start with the problem of 
free associational thinking and its relation- 
ships to the poetic process. 


“CREATIVE WRITING” AND “CRITICISM” 


One wonders if literature can ever become 
a branch of science, literature as a whole, not 
the fragments of its structure called pho- 
netics and linguistics. And, if it does, then 
will there ever be a science of criticism? Cer- 
tainly we need a more secure and teachable 
method of criticizing what is written, in ob- 
jective and definite ways. At present most 
reviewing of literature is haphazard, hit-or- 
miss; on account of this faulty method it is 
quite possible that much that may be valu- 
able in modern techniques of literary criti- 
cism is lost or may become a misevaluation. 
The practical problem can be stated in just 
these terms, as arising from the need any 
man can feel for evaluating in some objec- 
tive and fair way the terrific outpour of 
books, essays, plays, poems, and criticisms 
and the minds that lie behind them. But do 
not make the false assumption that, in bring- 
ing up this question, I tend to make a fetish 
of science, or regard it as a false god or even 
a Moses to lead the children of letters out of 
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confusion into a valley where grapes grow 
big and delectable. I have no tender aspira- 
tions of that sort. I would be satisfied if I 
merely felt that one could, by relatively defi- 
nite standards, review, classify, criticize, and 
adequately appraise anything in the way of 
literary production with the reasonable hope 
that it is being fairly and properly done. Too 
often I feel that the review of any book may 
be only a reflection of the mood of the re- 
viewer when he wrote it. Too often a review 
is obviously only a catharsis of the reviewer's 
pet peeve. Too often the review is an oppor- 
tunity for the reviewer to find a point of de- 
parture from some eccentric whim or “ism” 
of his own, wholly unrelated to the form and 
content of the volume or document he is “re- 
viewing.” The book may be trash but the 
review should not be. The art of creative 
writing may come tardily to the threshold of 
science and objectivity but, if and when it 
arrives, is it too much to hope that it might 
find the art of reviewing already there? 
The point of this discussion is to call atten- 
tion to some of these problems as they in- 
volve contemporary letters that may be called 
linguistic, not only in regard to the theories 
of creativeness but in active criticism as well. 
Linguistic factors are known to be important 
determinants in literary structure, and cogni- 
zance of them is essential to any general 
theory of values upon which the rational 
criticism of literary creation depends. Several 
contemporary leaders of literary thought, 
among them John Crowe Ransom, Robert 
Penn Warren, Allen Tate, Cleanth Brooks, 
and Lionel Trilling, have expressed more or 
less definite generalizations in this field, but 
it has remained for I. A. Richards to make a 
systematic investigation and evolve a general 
theory with specific application to literature 
and other fields, thus relating many previ- 
ously isolated areas of literary viewpoint into 
a synthetic “unified field theory” of what may 
be called general letters, The salient points 
of this work have been presented in many 
books recently reviewed in The Kenyon Re- 
view. The intelligent reader may well hope 
for further presentations and discussions of 
their implications, and to later publications 
where practical applications of these ideas 
and the results of these applications will be 


reported. 


THE PROBLEM OF TERMINOLOGY 


In no branch of human activity is there 
such astonishing variation in terminology, 
and therefore apparently of theory, as in con- 
temporary evaluation of literature. To judge 
from the linguistic formulations of some so- 
called schools of personal criticism (or social 
attitude), there appear to be striking con- 
trasts and incompatibilities between theoreti- 
cal structures which have been derived from 
a more or less common substratum of experi- 
ence and observation. Each school of criti- 
cism has its own philosophy and its own 
metaphysics, the prototype of which may 
often be discerned in the more classical struc- 
tures of “Aristotelianism,” ‘“Platonism,” 
“Realism” and “Conceptualism,” “Monism,” 
“Dualism,” “Pluralism,” and “Existential- 
ism” to mention only a few. And far from 
there being merely a few deeply entrenched, 
antagonistic schools based on broad doctrinal 
differences, within each of which the mem- 
bers are in substantial agreement, there seem 
to be in practice, in subdivision, at least, 
about as many schools as there are writers 
and reviewers. For it is increasingly, albeit 
reluctantly, admitted by experienced teachers 
and editors, that personal rather than com- 
mon metaphysics guides the creation and 
judgment of literary expression by the indi- 
vidual author or critic. Because of the con- 
stant individualistic trend in literary practice 
(as well as theory) schemes inevitably have 
occurred within any parent-school or group 
that chose to set itself rigidly, or frequently, 
in authoritarian attitudes. A confusion of 
tongues has ensued, which in some instances 
has rendered artists, as well as critics, intol- 
erant of one another, but, because of their 
lack of a common basis of understanding, 
they are unable to develop that degree of co- 
operation necessary to place and keep a gen- 
eral theory of criticism in its rightful place 
in modern literature. Schools of clique- 
criticism, or “political” criticism, for ex- 
ample, have been likened to the structure of 
various religions, the difference being verbal 
or terminological rather than formal or struc- 
tural; for indeed there are some striking 
parallels in the form of rituals—verbal and 
otherwise—hypostatization (objectification) 
of fictions, “acts of faith,” and the creation 
of inner circles of the “initiated,” to mention 
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only a few of the similarities. Relentless 
critics of both schools of crticism (and re- 
ligious systems) have perhaps been not en- 
tirely unjustified in applying such epithets as 
“cultism,” ‘“‘demonologic attitudes,” “rank 
mysticism” to the practice and theoretical 
structures of certain literary doctrines, crea- 
tive and critical. And what might be called 
the numerous “schools of psychopathology,” 
and the “dissociational trends” have not 
helped much to simplify or clarify the situa- 
tion. 

About all that we have (apart from the 
language and grammar we use) as a common 
linguistic basis within our own ranks, and as 
a bridge to our creative and critical col- 
leagues, is an antique and possibly obsolescent 
terminology. This has been worn and 
stretched until it is so threadbare that it is a 
wonder today that in some hands it can be 
made to appear significant at all and to have 
any fresh meaning. In it, however, we do 
find a set of terms, some descriptive and rela- 
tively free from doctrinal implications, others 
insidiously doctrinal and translating from 
what may now be regarded as literary an- 
tiquity, dangerously false knowledge about 
what they are supposed to represent. And 
these terms, both good and bad, are taken 
by some to represent “creative entities” which 
are produced by certain individuals in about 
the same way that a magic wishing-ring 
would, in the fairy story, drop off each night, 
several golden duplicates of itself, or the 
magic purse, that would always be full of 
coins no matter how many were removed. 
sy others, at the opposite extremes, the 
language and words of our creative-critical 
terminology are treated as verbal fictions, de- 
void of content or meaning, useless and mis- 
leading for any purpose. Certainly it must 
be admitted some of these descriptive labels 
are quite out of accord with many contem- 
porary dynamic views of human personality 
structure and function (and deviation), and, 
at best, act as the roughest sort of guide for 
purposes of study, classification, and under- 
standing. This difficulty is not diminished 
by the recent progressive subdividing of per- 
sonality which, if it continues, can end only 
with there being as many personality types 
as there are people. And where, nowadays, 
is the dividing line between the “normal” 


and the “abnormal” personality ? Concerning 
this, one brilliant psychiatrist once stated, 
“General formulae are dignified, and diag- 
nostic terms give comfort, but they are verbal 
symbols which are apt to do violence to the 
complexity of the facts” (1). 

But disagreements between critics over the 
verbalistic issues of criticism are quite minor 
in comparison with the confusion and dif- 
ferences of opinion which are apt to occur 
at the deeper but equally verbalistic levels of 
psychological interpretation where embittered 
argument, rancor, personal animosity, dis- 
dainful intolerance, or condescending su- 
periority appear when the polemics of “school 
attitudes” and political differences are in- 
volved. This Tower-of-Babel situation in 
modern letters is familiar to most of us. 
Many writers, eager to avoid the limitations 
and dogmatism inherent in “‘school” or “po- 
litical” criticism, try to solve the problem by 
translating the terminology of various doc- 
trines into less objectionable linguistic formu- 
lations, or by adopting a middle-of-the-road 
policy or “eclecticism.” Thus, they achieve 
some comfort in terms of personal security 
or superiority at the expense (and often at 
the justifiable exasperation) of the “schools” 
whose doctrines they “mutilate” : old wine in 
new bottles. 


LANGUAGE, LITERATURE, AND LIFE 


That the problem of language should be 
greater in literary work than in any other 
branch of human activity is implicit in the 
subject matter of literature itself. Literature 
deals, in the main, with those expressions of 
human energy (through behavior) referable 
to the symbolic functions of human nervous 
systems, to those evaluational and representa- 
tional processes involved at that gregarious 
human level of the individual-in-the-com- 
munity wherein cooperation depends upon 
communication, and communication depends 
upon forms of representation or symbols. 
Not only is this the chief level, neurologically 
speaking (wherein disturbances belonging to 
the province of the psychiatrist can also 
occur), but the method of dealing with these 
problems depends upon an understanding of 
these processes of representation and the 
actual utilization of them, chiefly in verbal 
forms, specifically in criticism. This is to 
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say that words or gestures (or styles) are to 
the critic what testimony and evidence are to 
the judge. Our technological understanding 
of them, in order to be adequate, must in- 
clude a general theory of their meaning and 
representation. 

Gregariousness, at the human biological 
level, depends upon neurological mechanisms 
of symbol formation, Symbols may be de- 
fined as communicable forms of representa- 
tion of low or high order abstractions made 
by human nervous systems. By means of 
symbols individual knowledge becomes veri- 
fiable and, thereby, collective or “common 
sense.” Collective or racial knowledge may 
be stored as literature, works of art, archi- 
tectural structure, scientific and mathematical 
formulas, custom, tradition and so forth; and 
these extraneural, phyletic store-houses of 
knowledge, the labor of dead individuals, 
may be utilized at will for contemporary pur- 
poses, or they may be revised, modified, dis- 
carded, and certainly supplemented for the 
elective use of future generations whose 
destiny they have helped to shape. Symbols, 
as products of neuro-semantic and neuro- 
linguistic mechanisms unique to the human 
nervous organization, make it possible, theo- 
retically at least, for each successive human 
generation to commence developing, in the 
sense of acquiring new knowledge for sur- 
vival, where its predecessors left off ; whereas 
at animal levels each generation starts where 
its parents commenced, This distinction is 
broad, of course, but it illustrates a funda- 
mental neurological difference between ani- 
mal and human biological levels, as a result 
of which the gregarious behavior in each field 
of life differs in mechanism. Korzybski has 
pointed out these broad distinctions, and to 
the uniquely human representational mecha- 
nisms underlying our forms of gregarious- 
ness (and literature certainly is one) he has 
applied the term timebinding(2). The impli- 
cations for human biology, especially where 
gregarious behavior is involved, should be 
obvious when it is admitted that the human 
organism is born into and becomes part of an 
environment consisting of symbolic (and 
literarily representational) factors as well as 
physico-biological factors. Biology, at hu- 
man levels, acquires new dimensions, as 
White(3) says “A temporal coordinate”— 


for it must take into its account of human de- 
velopment a humanly-created representa- 
tional environment, which, in the last analysis 
is most adequately and richly preserved in 
the continuous literary legacy and tradition 
one generation hands onto the next. 


FORMS OF CREATIVE ART 


Some representational aspects of our en- 
vironment are dynamic. Some are plastic, 
some are pictorial, but on the whole, the most 
important representational aspects of our en- 
vironment are linguistic. Hence the problem 
of letters and literature looms even more im- 
portant from a cultural as well as creative or 
critical point of view, than ever before. Any 
adequate account of these factors in human 
development, of course, would have to in- 
clude the role played by forms such as music, 
the plastic and decorative arts, architecture, 
the ballet and other nonverbal projections, 
which are integral parts of and specific to the 
culture-setting of a given human organism. 
This is the province of the social anthropolo- 
gist, who accounts for the personality struc- 
ture of the writer (and his literary style) in 
terms of the results and the moulding effects 
of customs, beliefs, technologies and other 
evaluational practices of the community and 
family and social groups to which the bio- 
logical individual belongs. Thus, social an- 
thropology might come to be as important a 
basic science in aid of criticism and for criti- 
cism, as history or grammar or special lan- 
guages, or phonetics, or spelling or philoso- 
phy or aesthetics, or logic. The synthesis of 
these varying modes of approach to the prob- 
lem of human nature and its modes of expres- 
sion in letters, as well as in other ways, might 
be termed a general anthropology, or the “sci- 
ence of man” for which Carrel(4) pleads. 
But, up to now, and now no less, the difficul- 
ties inherent in its formulation have been 
fully as great as those involved in producing 
a general or “unified field theory” encompas- 
sing both the quantum mechanics of atomic 
physics and the relativity mechanics of astro- 
physics. When, following Korzybski, we in- 
clude the time-binding characteristics of the 
human nervous system in our theoretical and 
descriptive sciences, and recognize human 
agents of energy tranformation as a sym- 
bolic class of life, and when, furthermore, 
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we recognize literature for what it really is, 
the accumulated symbolic representation of 
human experience, or energy expenditure, 
then the way is cleared for such a general 
theory, to which symbolic logic will be as es- 
sential as is the tensor calculus to modern 
physics. 

First, the evaluation of personality struc- 
ture and second the evaluation of personality 
function or expression as in literature, in any 
given case, would come to involve the recog- 
nition of these representational factors, 
which are chiefly linguistic, from the begin- 
ning of the social existence of the biological 
individual, and should include the role of 
such factors in the process of observation 
by the observer (or criticism by the critic) 
who is also a part of the linguistic-symbolic 
environment. This is to say, in close analogy 
to the Einstein-Minkowski theory, that the 
individual-in-the-community exists as an ob- 
ject of study only in relation to the observer 
in the community. Or, that the writer-in-the- 
community exists as an object of study only 
in relation to the critic-in-the-community, 
and that, it hardly need be said, may be an 
intellectual community. In literary criticism, 
as in physics, our observations are relational, 
contextual, or obsolute only for a given field. 


“PERSONALITY” AND WRITING 


The term personality labels a complex of 
varieties of behavior in a human being, which 
exist in relation to other people in a specific 
culture group, and are dependent upon phys- 
ico-biological mechanisms capable of analysis 
and description by the operational methods 
(5) of the morphological, physiological and 
psychological sciences. If the die of heredity 
is cast at the moment of conception, its im- 
print is not only modified by the physico-bio- 
logical factors of intra- and extrauterine life, 
but, even to a greater extent, in the human 
agent, by the linguistic environment. The ap- 
plication of some of these ideas, for example, 
to present-day literary criticism suggests new 
avenues of approach that up to now have 
been, to say the least, neglected, in favor of 
moralistic, philosophic, technical, compara- 
tive, personalistic, and impressionistic modes 
of critical approach. It may even be said that 
under the influence of myths, folkways, cus- 


tom, superstition, literary opinion, and the 
scientific knowledge of the day, which are 
communicated mainly by language and go to 
make up the “environment” of the newborn 
infant (and later the author as well as the 
critic), are its inborn or “hereditary” physico- 
biological and psychological mechanisms of 
adaptation profoundly modified. For ex- 
ample, it is so well known as to be obvi- 
ous how profoundly conditions of general 
health or disease alter mood and produc- 
tivity among writers. Whether one is gain- 
ing or losing weight, whether one is sleep- 
ing well or poorly, whether one has tooth- 
ache or not, and the condition of one’s 
bowels and other parts, as well as one’s in- 
ternal emotional status and one’s relation to 
or adjustment to one’s environment—all af- 
fect the pen that creates as well as the pen 
that criticizes. But this all goes further, and 
in the other direction. For example, ali- 
mentary functions of the individual, or or- 
ganism, in both their receptive and elimina- 
tive aspects, may be radically affected by the 
cultural evaluations of eating and eliminating 
of the community. When gastro-intestinal 
disorders occur the physiologically-oriented 
physician frequently turns to his symboli- 
cally-oriented colleague, the psychiatrist, for 
assistance in the diagnosis or treatment of a 
stomach or bowel which are expressing in 
nonverbal, but none the less meaningful and 
frequently dramatic, behavior their reactions 
to the linguistic environment of the individ- 
ual-in-the-community whose interests they 
serve. And some writing, if not much writ- 
ing, might be similarly evaluated without 
straining some points too far in order to con- 
struct a parallelism. But more of that anon. 
Many observers have had occasion, for ex- 
ample, to note the effect of what might be 
termed the Lydia E. Pinkham mythology on 
the behavior of the female genital apparatus, 
not to mention the “psychic resonance” of 
such cultural patterns or factors apparent in 
so-called “change of life” reactions! These 
situations are not without their literary coun- 
terparts. One can note the devastating effect 
of the “Sweetness and Light” tradition on 
certain parts of the nineteenth century liter- 
ature, with all its repercussions in the field 
of criticism. 
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PSYCHOBIOLOGY AS ONE BASIS 


Indeed, physiology as an independent sci- 
ence cannot exist at human levels because of 
the conditioning from birth by these symbolic 
or linguistic factors, and, if that is true of a 
science like physiology, to what extent may 
it not also be true, or more true, of criticism, 
a branch of human activity not yet classified 
or correlated into a condition where it may 
aspire to make application to be a science. 
On the other hand, it can be claimed, and has 
been claimed by some that criticism, apart 
from its artistic features, is a science of a 
sort, and that some who practice it are sci- 
entific in their method. Where are we then? 
It is not impossible that much of the reason- 
ing by analogy, from animal reactions to hu- 
man behavior, current in contemporary phi- 
losophy (and science) may be fallacious when 
it is not actually false when compared with 
fact. What the anatomists, physiologists, and 
psychologists observe in any human organism 
are relatively irreversibly conditioned mecha- 
nisms and structures (¢.g., physical posture, 
or literary style), the conditioning factors of 
which are a complex of habits, beliefs, emo- 
tional states, etc., consequent upon the de- 
velopment of the linguistic environment and 
mediated by parents, teachers, and others, to 
the slowly progressing human organism. So 
formal is the amalgam of linguistic and 
physicobiological factors in the human econ- 
omy that it is merely schematic to separate 
them. Modern literary criticism, when it 
does not take into serious account the lin- 
guistic-symbolic environment of its subjects 
(or objects) remains little else than a glori- 
fied form of personal impressionism. 

Symbols determine not only our individual 
personality structure but also our social struc- 
ture. Through the manipulation of symbols 
these structures, personal and social, are con- 
trolled and modified. As a symbolic class of 
life we are subservient to and coordinated by 
these agencies or forces in the form of in- 
dividuals or sanctioning groups of individuals 
which control our symbols. Whether these 
symbols stand for the guiding fictions of per- 
sonality configuration or the guiding fictions 
of political or religious social structures their 
modus operandi is similar ; for they are orien- 
tators, and orientation produces organization. 


The symbols that stand for the conventional 
guiding fictions of latitude and longitude are 
essential for navigators; if they were disre- 
garded or altered, without agreement by all 
concerned, navigation, being an organized, 
gregarious activity, would cease. In the field 
of economics the manipulation of monetary 
symbols by those to whom control of such 
symbols has been “entrusted” affects group 
coordination and individual behavior alike. 
Symbol formation and manipulation in social 
groupings wherein the orientations are politi- 
cal, religious, or scientific may lead to in- 
creased social solidarity or to disastrous dis- 
integration. 


FROM LETTERS TO LITERATURE 


Literary communication, and thereby social 
intercourse, between two or more individuals 
is possible only where the symbol formation 
of these individuals represents collective em- 
pirical knowledge, or conventional guiding 
fictions. This is the basis of “common sense.” 
Where the symbol formation is based on 
private or personal evaluations, differing 
from the evaluations of other culturally-re- 
lated people, we have the basis for so-called 
personality deviation (clearly seen in much 
modern experimental literature), of which 
there are all gradations as far as the extremes 
of schizoid and paranoid reactions. Com- 
municability is probably the highest index 
of the capacity of the individual to adapt 
himself to communal life, and it depends 
upon the representational functions of the 
human cortex working in the organism-as-a- 
whole at social levels of behavior, and in- 
volving neurophysiological, neuro-semantic 
and neuro-linguistic mechanisms. Upon com- 
municability depends literary creativeness in 
this aspect (i.e., communication ) : that, it has 
as its first aim the establishment and mainte- 
nance of lines for interchanging of thoughts 
and feelings, and then, as a second aim, the 
development of these communication-poten- 
tials between individuals (author and reader, 
or between authors, or between readers, or 
author and critic or reader in different rela- 
tionships including teaching) to their utmost 
personal and social values. While not ex- 
clusively verbal, techniques of criticism (and 
teaching) are mainly so, and therefore a 
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knowledge of the higher cortical functions in 
man, including evaluational (semantic) re- 
actions, symbol formation, and linguistic 
structure, becomes essential for contemporary 
criticism. Accordingly that critic will be most 
successful in his criticism who has mastered 
the science and the art of communication. 

As has already been pointed out, human 
gregariousness depends upon representational 
forms of communication. The transmission 
of mythology has been shown to determine 
the form of a society ; verbalized beliefs con- 
trol religious orientations; postulates of a 
science both direct and limit its fields of in- 
vestigation. Experience at all levels of human 
life may be represented by symbols of which 
there are various transmissible forms pro- 
viding a means of communication between 
contemporaneous “‘minds” or between sepa- 
rate generations. Thus an extraneural store- 
house of human experience may be built up 
which overcomes the liability of the short 
biological span of individual human life in 
the interests of race survival. As symbols, 
from this point of view, must stand for past 
or present collective experience (otherwise 
we are dealing with socially meaningless ob- 
jects, benchmarks, or mere noises, such as 
we observe in schizophrenic reactions), the 
central problem involved in their mediating 
function of symbols becomes that of meaning 
or signification. If these forms of communi- 
cation can act as representations of past or 
current human experience, as they actually 
do, wherein lies their validity? What are the 
connecting links between the symbols chosen 
and the empirical facts they are supposed to 
represent (if they are supposed to repre- 
sent empirical facts). T. S. Eliot and Ezra 
Pound, in their published works offer much 
to support (and to deny) what is known and 
what is not known about symbolism. 

Any theory of human knowledge must 
include an evaluation of the role of the neu- 
ro-physiological and neuro-semantic mecha- 
nisms involved in the acquisition of knowl- 
edge. The part played by the nervous 
mechanisms of the observer becomes part of 
the observer's knowledge. Likewise, the part 
played by the nervous mechanisms of the 
critic becomes part of the criticism. It was 
on this point that the new physics of Ein- 
stein and Minkowski modified the old, and a 


similar evolution is now beginning to take 
place in modern literature when we admit 
that our interpretations of a given book or 
writer are dependent upon our processes of 
evaluation. Neuro-physiological investiga- 
tions have revealed some of the limitations of 
our sense organs or “analyzers,” which, un- 
aided by extraneural instruments, do not 
supply sufficient data to the higher integra- 
tive levels of the nervous system for optimum 
survival value under the complex conditions 
of modern life. And neuro-physiology has 
also shown the mechanism of sensory pro- 
jection so that the old “qualities of an object” 
have now to be considered as nervous con- 
structs, phenomena dependent upon neuro- 
physiological processes of interpretation of 
inferential events. Many different levels of 
abstraction are involved in the acquisition of 
knowledge. We commence at neuro-physio- 
logical levels by making abstractions from 
physico-chemical events ; further abstractions 
of higher order are made integrally with 
lower nervous activities at neuro-semantic 
levels where little-understood factors of in- 
terpretation labelled “interests,” “appetites,” 
“associations,” “instincts,” “drives,” “pur- 
poses,” “will” and other literary creations of 
the old psychologies operate as a unity in the 
organism-as-a-whole. 


SUMMARY AND CONCLUSION 


Certain theoretical aspects of psychiatric 
causes concerning creative writing and criti- 
cism are presented and discussed. Emphasis 
is placed on present-day concepts of neural 
mechanisms, “engrams,” and with implica- 
tions that mechanistic factors and condition- 
ing experiences may play an important role 
in the output of the so-called “creative 
writer,” 
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PSYCHOLOGICAL SERVICES FOR CHRONIC MENTAL PATIENTS 
IN STATE AND VA HOSPITALS‘ 


ABRAHAM M. ZEICHNER, Pu.D.; JULES D. HOLZBERG, Pu.D.; ano 
EDGAR C. YERBURY, M.D. 
Mipp_etown, Conn. 


Within mental hospitals, it has been tradi- 
tional to distinguish broadly 2 categories of 
patients, acute and chronic, the former being 
regarded with a more favorable prognosis. 
This type of classification has unquestionably 
led to differential attitudes toward treatment 
of these 2 groups, the acute patients being 
favored with many types of treatment fre- 
quently not provided for the chronic ones. 
While the term “continued treatment service” 
has become the official description of the 
old “chronic” service, many such services, as 
indicated by Shapiro(3), still remain pri- 
marily custodial units. 

There is considerable reason for question- 
ing the validity of a system that classifies pa- 
tients in terms of “acute” and “chronic.” The 
usual basis for such classification involves at 
least 2 criteria: (1) duration of illness; (2) 
response to treatment, With respect to the 
former, there is room for error, since pa- 
tients may have been ill for an unrecognized 
period of time yet are classified acute upon 
admission to a hospital. As for the second 
criterion, response to treatment, there is con- 
siderable variability in the kinds of treatment 
used in various institutions and failure to re- 
spond to one treatment does not necessarily 
preclude response to other types of treat- 
ment. However, regardless of classification, 
reports indicate that chronic patients consti- 
tute the largest portion of hospitalized 
mental cases in this country. A recent survey 
(5) has indicated that only one-half of the 
patients admitted to a mental hospital will be 
discharged within 5 years, and relatively few 
will be discharged thereafter. 

Since the end of the second World War, 
3 major developments have taken place which 
are altering the conception of the role of the 
mental hospital in general, and the treatment 
and care of the so-called chronic patient in 
particular. As a result of the growing aware- 


1From the Connecticut State Hospital, Middle- 
town, Conn, 
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ness of the serious social problem presented 
by mental disease, stimulated in part by in- 
vestigations of conditions in mental hospitals, 
public interest in the mentally ill has been 
aroused to a level higher than at any previous 
time, thereby increasing the possibilities of 
treatment programs which require increased 
budgets. A second factor, the application of 
the somatic therapies and psychotherapy to 
chronic patients, has shattered the generally 
accepted idea that it was possible to distin- 
guish absolutely between acute and chronic 
patients in terms of their treatability, and 
has demonstrated that the chronic patient is 
frequently one who has not been successfully 
treated, but is not necessarily beyond the 
reach of available treatment. A third factor 
has been the extension within the mental 
hospitals of ancillary treatment facilities, e.¢., 
occupational therapy and clinical psychologi- 
cal services for the benefit of chronic pa- 
tients. 

Our own interest in the extension of such 
services at the Connecticut State Hospital led 
to our undertaking a nation-wide survey of 
the current trends in applications of clinical 
psychology to chronic patients in state and 
VA hospitals, with the hope that resulting 
data might serve as a guide to the further 
development of psychological services for 
chronic patients. 


RESULTS OF QUESTIONNAIRE STUDY 


Two hundred and five questionnaires were 
sent to the superintendents of state hospitals 
listed in the Mental Health Programs of the 
Forty-eight States(1). Thirty-nine question- 
naires were sent to managers of Veterans 
Administration (VA) psychiatric hospitals. 
One hunderd and thirty-eight (67%) of the 
questionnaires sent to state hospitals and 30 
questionnaires (77%) of those sent to VA 
hospitals were returned. 

Twelve of the state hospitals sending re- 
plies did not house chronic patients These 12 
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hospitals are therefore not included in this 
study. Consequently, the following data are 
based upon the information provided by the 
remaining 126, which constitute 61% of the 
total number of state hospitals to which 
questionnaires were sent. 

1. Are psychological services being per- 
formed for wards housing chronic psychiatric 
patients?—Twenty-seven per cent of the 
state hospitals replied in the negative ; 20% 
employed psychologists for work with acute 
patients exclusively. The remaining 7% em- 
ployed no psychologists. In contrast, all of 
the VA hospitals provided psychological 
services for chronic patients. 

2. Are the psychologists providing these 
services assigned on a full-time basis to these 
chronic ward?—While a minority of both 
state and VA hospitals utilize one or more 
psychologists on a full-time basis in working 
with chronic patients, 37% of VA hospitals, 
as compared with only 15% of state hospitals, 
use psychologists full time in providing these 
services. 

3. How many psychologists are employed 
full time and how many are employed part 
time in providing these services?—The 126 
state hospitals employ a total of 35 full-time 
psychologists (.28 psychologists per hospital ) 
as compared with 42 full-time psychologists 
employed by the 30 VA hospitals (1.4 psy- 
chologists per hospital). With respect to 
psychological personnel who spend part of 
their time providing psychological services 
for chronic patients, 251 psychologists are 
employed in state hospitals (2 psychologists 
per hospital) and 130 in VA hospitals (4.3 
psychologists per hospital). 

Table 1 further demonstrates that VA 
hospitals utilize psychologists to a greater 
extent than state hospitals for this purpose. 
Seventy eight per cent of the psychologists 
employed in state hospitals, as compared with 
only 51% in VA hospitals, spend no more 
than 50% of their time with chronic patients. 
However, 46% of those employed in the VA 
hospitals spend more than 50% of their time 
with chronic patients as compared with only 
14% of those in the state hospitals. Further- 
more, 24% of the psychologists providing 
services for chronic patients in the VA hospi- 
tals spend all of their time in this work as 


compared with only 12% of the psychologists 


who do so in the state hospitals. 

4. What levels of position do these psy- 
chologists fill? Trainee, Junior Staff, Senior 
Staff?—Twenty-eight percent of the psy- 
chologists working with chronic patients in 
the state hospitals are at the trainee level as 
compared with 53% in the VA _ hospitals. 
Twenty-eight percent of the psychologists 
doing this work in the state hospitals are at 
the junior staff level as compared with 9% in 
the VA. Forty-four percent of the psy- 
chologists providing such services in the state 
hospitals are at the senior staff level as com- 
pared to 38% in the VA. It should be noted 
that the 53% in the VA who are at the 
trainee level may in many instances be indi- 
viduals who have completed a considerable 
degree of graduate work and have up to 3 
years of experience, thereby making them 
comparable in training and experience to 
many of the junior staff employed in the state 
hospitals. 

5. How many of these psychologists hold 
the Ph. D. deqgree?—Of the 286 psychologists 
in the state hospitals, 44 (15%) possess the 
Ph. D. degree, in the VA, 82 out (48%) of 
172. Of the 92 state hospitals with psycho- 
logical services for chronic patients, 62 
(67% ) do not employ a Ph. D. psychologist. 
In the VA every hospital has at least one 
Ph. D. psychologist on its staff. 

6. What proportion of the total psycho- 
logical time spent on chronic wards is as- 
signed to each of the following psychological 
services: psychological testing, therapy, re- 


TABLE 1 


PERCENTAGE OF Time Spent by PsycnoLocists on 
CONTINUED TREATMENT SERVICE 
Percentage of 
psychologists Percentage of 


in state psy hologists 
Percentage of time hospitals in VA hospitals 
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search, training interns, other?—Responses 
to this item were occasionally ambiguous. 
However, it appears that psychologists in the 
continued treatment services spend a greater 
proportion of their time in psychological 
testing in both the state and VA hospitals. 
The next significant block of time in both 
state and VA hospitals is devoted to psycho- 
therapy. There appears to be a slight differ- 
ence between state and VA hospitals in the 
relative proportion of time devoted to re- 
search and training of internes on the con- 
tinued treatment services. In the state hospi- 
tal, more time is devoted to research than to 
training while the reverse is true for VA 
hospitals. 

7. Rank the following reasons for which 
patients on chronic wards are referred for 
psychological testing: intelligence, deteriora- 
tion studies, personality evaluations, differ- 
ential diagnostic studies, vocational rehabili- 
tation studies, other.—Table 2 indicates that 
the primary reason for referral in both hospi- 
tal groups is personality evaluations. No 
great differences in the ranking of the other 
reasons were noted except with regard to 
intelligence studies. This is ranked second 
by state hospitals and only fourth by VA 
hospitals. Although in terms of ranking there 
is no marked difference between state and 
VA hospitals with respect to prognostic 
studies, a smaller percentage of state hospital 
patients than VA hospital patients are re- 
ferred for this reason. 

8. Approximately how many patients from 
chronic wards were seen during the past 12 
months for psychological testing? Approxi- 
mately how many have been carried in indi- 
vidual therapy by psychologists? Approxi- 
mately how many groups of patients from 


TABLE 2 


RANKING OF REASONS FoR RererRaL or CONTINUED 
TREATMENT PATIENTS vOR PSYCHOLOGICAL 
TESTING 


State 

Type of study hospitals VA hospitals 
Personality 
Intelligence 
Differential diagnosis 
Deterioration 
Vocational rehabilitation 
Prognostic and evaluation *.... 5 


* Studies evaluating patients’ resources and/or responses 
to all types of therapy. 


TABLE 3 


PERCENTAGE OF TotTAL CONTINUED TREATMENT Pa- 
TIENTS FOR DESIGNATED PSYCHOLOGICAL 
Services Were Provivep 


Percentage of Percentage of 
patients in vatients in 
Type of service state hospitals va hospitals 
Psychological testing 14.5 
Individual psychotherapy.. 1.0 2.4 
Group psychotherapy 78 


chronic wards have been carried in group 
therapy by psychologists? What is the total 
number of such patients carried in group 
therapy by psychologists during the past 12 
months?—Table 3 indicates that a higher 
percentage of chronic patients in the VA 
hospitals as compared with state hospitals 
are receiving psychological testing and indi- 
vidual and group psychotherapy from psy- 
chologists. The difference between the state 
and VA hospitals is least in the area of indi- 
vidual psychotherapy but is more marked in 
testing and group psychotherapy. The differ- 
ence between the two is further accentuated 
in Table 4 which indicates that the percentage 
of state hospitals not providing individual 
and group psychotherapy by psychologists is 
approximately twice that of VA hospitals. 
In the area of psychological testing, all of the 
hospitals reported that they were providing 
this service. 

State hospitals reported an average of 1.9 
groups of patients per hospital in group psy- 
chotherapy conducted by psychologists dur- 
ing the past 12 months as compared with an 
average of 8.3 groups per hospital reported 
by the VA hospitals. The range in number 
of groups carried in group therapy conducted 
by psychologists in the VA hospitals was 0 to 
84 as compared with a range of 0 to 20 for 
state hospitals. 

g. Is every psychology intern expected to 
receive training with patients on the chronic 
wards ?—Both the state and VA hospitals ex- 


TABLE 4 


Percentace or Hospitats Nor Provipinc 
DESIGNATED PSYCHOLOGICAL SERVICES 
Percentage of * Percentage of 
Type of service state hospitals VA hospitals 
Psychological testing 0 
Individual therapy . 27.6 
Group therapy 24.1 


* Based on 92 hospitals reporting use of psychologists on 
chronic wards. 
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pect psychology interns to do so, though the 
trend is greater in the VA hospitals. 

10. How long have psychological services 
been performed for chronic wards?—The 
state hospitals were pioneers in providing 
psychological services for chronic patients, 
6.3% of them were doing so more than 8 
years ago. One state hospital provided such 
services 13 years ago, two 15 years ago, and 
one 20 years ago. It was not until the close 
of World War II that psychological pro- 
grams were organized in the VA. At that 
time 39.3% of the VA hospitals began pro- 
viding such services for chronic patients. 
While state hospitals began much earlier, 
the VA hospitals used full-time psychological 
personnel to a greater extent than the state 
hospitals. An increase in psychological serv- 
ices for chronic patients in state hospitals 
during the past 5 years is primarily on a 
part-time basis. 

11. Are there psychological services not 
being performed for the chronic wards which 
could be provided by psychologists?’—Both 
the state and VA hospitals indicate that the 
greatest need for psychological services for 
chronic patients are for individual and group 
psychotherapy. 

12. What is the approximate number of 
patients on all of the chronic wards?’—The 
mean population of chronic patients in state 
hospitals was 1,997, with a range of 75-10, 
149. The mean population of chronic patients 
in VA hospitals was 1,008, with a range of 
122-2,000. 

When the total number of psychologists 
are considered, the state hospitals employ one 
psychologist, whether full-time, or part-time, 
for every 600 chronic patients as compared 
with one per 176 chronic patients in VA 
hospitals. Thus, 3.4 times as many psycholo- 
gists per patient are in the VA as in the state 
hospitals. When only full-time psychologists 
are considered, the ratio in state hospitals is 
one per 4,907 chronic patients as compared 
with one per 720 in VA hospitals. Thus, the 
VA employs 6.8 times as many full-time 
psychologists as do the state hospitals for 
an equivalent number of patients, 


DISCUSSION 


The results of the survey clearly indicate 
that state hospitals lag considerably behind 


VA hospitals in providing psychological 
services for chronic patients. It should be 
noted, however, that both VA and state 
hospitals do not utilize psychologists on a 
full-time basis to any great extent. In addi- 
tion, while the VA hospitals employ consider- 
ably more psychologists with Ph. D. degrees 
than do state hospitals, both hospitals are 
staffed predominantly with non-Ph. D. psy- 
chologists for this work. A _ considerable 
proportion of the psychologists servicing 
chronic patients in both VA and state hospi- 
tals are at the trainee level, which would sug- 
gest that stability of these psychological pro- 
grams cannot be maintained because of the 
frequent turnover in trainee staff. 

The American Psychiatric Association (5) 
has recommended one psychologist for every 
500 chronic patients, the Veterans Adminis- 
tration(2), one for every 300 chronic pa- 
tients. Neither state hospitals nor VA hospi- 
tals have a ratio consistent with the more 
generous recommendation of The American 
Psychiatric Association, although the Vet- 
erans Administration is cleazly much closer 
to it. The following fact bears repetition: 
there is one full-time psychologist for 4,907 
state hospital patients and one full-time psy- 
cologist for 720 VA patients. 

To facilitate treatment of the chronic pa- 
tient, the extension of psychological services 
should be one of the major aims of all mental 
hospitals. The introduction of such services 
helps to eliminate the extreme pessimism of 
personnel working with chronic patients. 

With the usual attempt to measure the 
worth of services to patients in terms of 
financial considerations, it should be stressed 
that any attempt to evaluate the effectiveness 
of psychological services in such terms as 
number of patients discharged is unrealistic. 
The goal toward which psychological services 
should strive is the best possible treatment 
and care of the chronic patient, toward a 
more satisfactory adjustment for him, 
whether in hospital or out. Surely, a much 
more realistic goal is prevention of regres- 
sion of patients in the hospital rather than 
discharge of those who have been chronically 
psychotic for long periods. 

In many respects, psychiatric practice in 
the mental hospital has differed markedly 
from that in the mental hygiene clinic. In the 
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institutional setting, farreaching decisions af- 
fecting patients have traditionally been the 
responsibility of the psychiatrist, even where 
such decisions were outside the realm of psy- 
chiatric competence(3). In the mental hy- 
giene clinic, however, the “team” approach in 
deciding major issues affecting patients has 
been the traditional one. This is, in no small 
measure, a result of the awareness that com- 
plicated decisions involving human beings re- 
quire more than the judgment of a single 
person or the collective judgments of indi- 
viduals representing the same point of view, 
whether psychiatrists or psychologists, but 
should be the result of the collaboration of the 
individuals representing a variety of orienta- 
tions to the same problem. The fact that this 
team approach continues as the primary 
method in mental hygiene clinics clearly indi- 
cates its success, To a great extent, the team 
approach is absent in mental hospitals, par- 
ticularly with respect to chronic patients. The 
introduction of a trained psychologist into 
the chronic services contributes to the devel- 
opment of such an approach to problems re- 
quiring attention of the professional staff. 

The survey permits an analysis of the 
various services being provided by psycholo- 
gists for chronic patients. These can be 
broken down into 5 major areas: psycho- 
logical evaluations, therapy, research, train- 
ing, and administrative functions. 

Psychological Evaluations.—Use of psy- 
chological tests, especially the more recently 
developed projective techniques, makes avail- 
able information that would be difficult to 
elicit by the usual psychiatric and social his- 
tory methods. Such tests have been used to 
evaluate the intelligence levels of patients and 
to determine the extent of intellectual impair- 
ment ; to evaluate diagnostic possibilities, the 
patient’s prognosis for treatment, including 
somatic treatments and psychotherapy; to 
evaluate possibilities for vocational rehabili- 
tation; to determine the extent to which or- 
ganic brain involvement may be present; to 
determine a patient’s readiness and potenti- 
ality for trial visit, readiness for foster-home 
placement, or transfer to another ward ; and 
to determine the possibility of suicidal risk or 
possible risk of elopement. 

Therapy.—As their training emphasizes 
both theory and practice of psychotherapy, 


psychologists have engaged in various thera- 
peutic practices under psychiatric super- 
vision in the mental hospital: (1) individual 
and group psychotherapy, extended to a 
variety of chronic patients, including geriatric 
patients, tuberculosis patients, epileptics, 
schizophrenics, etc.; (2) vocational rehabili- 
tation for chronic patients, including psycho- 
logical examination, counseling, and place- 
ment, usually conducted in collaboration with 
a social worker and occupational therapist ; 
(3) activity therapy programs, frequently 
performed jointly with occupational thera- 
pists; (4) speech retraining of aphasic pa- 
tients. 

Research.—The formal training of the 
psychologist prepares him to undertake re- 
search designed to deal experimentally with 
psychological and psychiatric problems, The 
kinds of research that psychologists have per- 
formed with chronic patients are as varied as 
the problems, including the effects of pro- 
longed hospitalization, the nature of psycho- 
logical processes among geriatric patients, 
the effects of various therapies, the nature 
of the impairment process among various 
disorders 

Teaching.—One of the chief barriers re- 
ported by numerous individuals attempting to 
introduce active treatment programs for 
chronic patients has been the attitudes of 
ward personnel(3). Psychologists have 
helped educate these workers with a view to 
altering their attitudes toward the chronic 
patient and his treatability. Where chronic 
services are used for training various pro- 
fessional persons, the psychologist can also 
be of help. 

Administrative functions.—Psychologists 
have been used as consultants formulating 
policies affecting chronic patients. Because 
of the nature of his training, in the social 
sciences as well as in psychology, the psy- 
chologist can help solve many problems af- 
fecting the social life of patients. In some in- 
stitutions, partly because of the shortage 
of psychiatric staff, psychologists have been 
given the responsibility of planning the ac- 
tivities and psychotherapy for a ward of 
chronic patients. This has on occasion been 
related to a “total push” program. In such 
instances, the psychologist is frequently re- 
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sponsible directly to the clinical director for 
these administrative activities. 


SUMMARY 


A questionnaire was submitted to all state 
and VA hospitals caring for chronically 
mentally ill patients. Responses were received 
from 67% and 77% respectively. The survey 
indicates that VA hospitals are making much 
greater use of psychological services with 
chronic patients. Approximately one-fourth 
of state hospitals do not provide any such 
service. While the VA hospitals utilize psy- 
chological services to a greater extent, both 
state and VA hospitals make limited use of 
full-time psychologists. Where part-time per- 
sonnel is utilized, they spend, for the most 
part, less than 50% of their time with chronic 
patients. A considerable portion of the psy- 
chological services for chronic patients is per- 
formed by trainees rather than by fully 
trained staff at the Ph. D. level. The survey 
indicates that one of the great needs is for 
psychotherapy and that psychologists in the 
VA hospitals are being used more extensively 
in providing both individual and group psy- 
chotherapy for chronic patients. The survey 
uncovered in both state and VA hospitals 
a substantial discrepancy between the current 
ratio of psychologists to patients, and that 


recommended by both the Veterans Admin- 
istration and The American Psychiatric As- 
sociation, While the Veterans Administration 
recommends one psychologist for every 300 
chronic patients and The American Psychi- 
atric Association one for every 500, the sur- 
vey indicates that veterans hospitals have one 
full-time psychologist for every 720 patients 
and state hospitals one for every 4,907. The 
paper describes the various psychological 
services being performed by psychologists 
working with chronic patients. 


ACKOWLEDGMENT 


The authors wish to acknowledge: the cooperation 
of the superintendents of the state hospitals, the 
managers of the Veterans Administration hospitals 
and their respective directors of psychology who 
provided the data for this study. 


BIBLIOGRAPHY 


1. The Mental Health Programs of the Forty- 
eight States. Chicago: Council of State Govern- 
ments, 1950. 

2. Public Psychiatric Hospitals. Topeka: Group 
for Advancement of Psychiatry, 1948. 

3. Shapiro, L. E. Psychiat. Quart., 26: 439, 1952. 

4. Stanton, A. H., and Schwartz, M. S. Psychi- 
atry, 12: 243, 1949. 

5. Training and Research in State Mental Health 
Programs. Chicago: Council of State Governments, 
1953. 


| 
9 
i 


SUPERVISION IN PSYCHOTHERAPY OF SCHIZOPHRENIA: I* 


SAMUEL SILVERMAN, M.D.,?2 ann ARTHUR Z. MUTTER, M.D.* 
Boston, Mass. 


INTRODUCTION 


More and more psychiatrists during train- 
ing are undertaking the treatment of schizo- 
phrenic patients in individual psychotherapy. 
The problems encountered are many and 
difficult even for the experienced therapist ; 
in the beginner they may cause confusion, 
anxiety, and finally discouragement. Many 
of these problems relate to the therapist-pa- 
tient relationship. It has been our experience 
that supervision which focuses especially on 
this aspect of the treatment can guide the 
beginning therapist to do effective psycho- 
therapy, which otherwise might not have been 
possible. 

A case of schizophrenia with severe cata- 
tonic features has been selected to present in 
detail the successive problems in the course 
of supervised psychotherapy as they were 
manifested, understood, and handled. The 
patient was treated in hospital by a psychi- 
atric resident in training, who, shortly after 
beginning the treatment, was supervised by a 
senior staff member. Aides and nurses at one 
point formed a special group which assisted 
in the treatment. One nurse in particular 
acted as an auxiliary therapist. In this paper, 
the first 8 months of intensive psychotherapy 
are covered. In this period the patient went 
through a series of regressive and progres- 
sive phases clinically. At the end of the period 
he was relatively improved but not yet well 
enough to leave the hospital. 


SUMMARY OF DESCRIPTIVE ASPECTS OF CASE 
HISTORY 


During the early phases of treatment, the 
patient was relatively uncommunicative and 
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much of the following history was obtained 
from relatives. 


B., a 28-year old, white, single Catholic male 
veteran of World War 11, was admitted to the 
closed psychiatric wards of a general VA hospital 
in November 1952, because he was increasingly 
seclusive and noncommunicative at home and at 
work. There were no previous psychiatric hospital 
admissions. 

The patient was born in a small New England 
community of immigrant parents. Three months 
after his birth, the mother, then aged 29 years, was 
admitted to a mental hospital with a diagnosis of 
manic-depressive psychosis, depressed type, and she 
has been hospitalized ever since. The father, now 
62 years of age, is in fair health and described as an 
unobstrusive, quiet person. There are 3 older sib- 
lings. One sister is 34 years old, married, and has 
2 children; one brother is 32 years old, married, and 
has 1 child; one sister is 30 years old and single. 

During the first year of the patient’s life, the 
children were all cared for by a) paternal aunt. 
Thereafter paid housekeepers took over the care. 
When the patient was 5 years old, the family in- 
cluding the father moved in with a paternal uncle 
whose wife had 4 children of her own to care for. 
After 3 years, there was still another move, the 
patient and his entire family returning to their own 
home, with his 2 sisters, now aged 14 and 10, taking 
over household duties. 

The only childhood disease was measles. At the 
age of 2 he sustained a minor burn to one knee. He 
was considered a “good child,” never offering re- 
sistance to what was asked of him, quickly toilet 
trained, always quiet. He was said never to have 
confided in anyone, nor did he seem able to form 
any close relationships. In school he was considered 
a good student, took special interest in drawing, 
manual training, and all sports. 

After completing 3 years of high school, he quit, 
went to work as a laborer for about 7 months and 
then was drafted into the Army in 1943. Resent- 
ment and fearfulness were noted at the time by his 
relatives. Overseas duty in an anti-aircraft unit in 
European combat zones followed. There is no 
history of hospitalization while in military service. 
He was discharged late in 1945. Upon his return 
home to live with his father and younger sister, the 
patient hinted at having experienced difficulties in 
military service, but as before did not discuss any 
details. 

For the next few years the patient did not work. 
He appeared to be without ambition, tense, easily 
fatigued, and withdrawn from social contacts. Dur- 
ing this time he made a visit to his mother at the 
mental hospital and seemed to react violently to this 
experience. He insisted in an agitated way that the 
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atmosphere was depressing and felt his mother was 
receiving inadequate care. 

He finally secured a job as a welder as his father 
could not give him enough spending money, and he 
was no longer eligible for unemployment benefits 
for veterans. As he continued to work at his trade, 
it was noted that he became increasingly withdrawn 
and seclusive. He would stare for long periods and 
seemed to be in a “trance.” He spent much time 
seemingly reading or going on walks by himself. He 
also began to be late for work. Finally, he tried to 
avoid almost everybody and showed a hostile atti- 
tude toward his family. At the suggestion of his em- 
ployer, the family took the patient to a physician 
who advised hospitalization. 

On admission physical examination, laboratory 
studies, lumbar puncture findings, electroencephalo- 
gram, and x-rays revealed no evidence of physical 
disease. The patient was neat in appearance, looked 
younger than his stated age, was short and some- 
what stocky in build. Mental status evaluation on 
admission was limited because the patient was not 
communicative, answering briefly only a few ques- 
tions, especially those dealing with his personal 
identification and orientation; these were all cor- 
rectly answered. Musculature was tense. There 
were frequent sucking movements of the lips. He 
was obviously preoccupied and withdrawn. 

Several attempts were made to do psychological 
testing of the patient. Only in the initial session was 
he cooperative, completing the Wechsler Memory 
Scale and the Bender Visual-Motor Gestalt Test. 
As estimated from these tests he was of average in- 
telligence. Suitable projective tests could not be 
done because of the patient’s resistance. 


COURSE IN TREATMENT WITH PSYCHIATRIST 


During the first contact with the patient, the 
therapist outlined the hospital situation to him in 
simple factual details. 

A physical examination and lumbar puncture, 
both preceded by an explanation of the procedure, 
were then done. The patient’s misinterpretation of 
the lumbar puncture—that it was an attack on him 
and that some mysterious and injurious substance 
was being injected—was verbalized only months 
later. 

During the first 2 weeks in hospital the patient 
was mostly uncommunicative and withdrawn. Yet 
he seemed to be watching quite intently everything 
that went on. At times he appeared to be respond- 
ing to auditory hallucinations with either painful 
grimacing or silly laughter. The hours scheduled 
with the therapist were in the beginning spent in the 
latter’s office. There the patient reacted much as 
he did on the ward. Most of the time the therapist 
would also remain silent. Occasionally he would 
indicate verbally his recognition of the patient's 
difficulty in communicating and also his understand- 
ing that this could happen when a person was under 
much emotional tension. At other times he again 
described the hospital setting for the patient in 
simple detail. 

In the next 2 weeks the patient began to talk a 


little, both on the ward and when he was with the 
therapist. He spoke of being bothered by many 
thoughts coming into his mind and confusing him; he 
indicated uncertainty and fear of his new surround- 
ings—the hospital. This was linked with his concern 
about his mother’s long hospitalization and also 
with his own tension and fearfulness during his 
years in military service. The therapist's attempts to 
press him to talk resulted only in decreasing the pa- 
tient’s verbal responses and increasing his tension. 

After a month’s hospitalization a marked regres- 
sive change took place in B. This occurred after the 
following events: The therapist had another patient 
on the same ward who was epileptic and was be- 
coming increasingly combative after grand mal 
seizures. This patient required frequent intravenous 
medication and during acute episodes extra attention 
from several aides. The therapist had to spend 
much time with him for a number of days, missing 
2 appointments with B. All this was noted by B 
who himself was seen visiting the other patient's 
room. It finally became necessary to transfer the 
epileptic patient to another hospital. Following this, 
B became almost mute. He would remain for hours 
in one position, standing,,sitting, or lying down and 
staring at lights on the ceiling or at the television 
set. This rigidity of posture alternated with periods 
of incessant pacing or convulsive-like movements. 
B refused to eat and rapidly lost 15 pounds in 
weight. He slept very poorly. He refused to come 
to the therapist's office for his interview and on the 
ward would walk away when the therapist ap- 
proached him, saying only, “I'm disappointed.” 

At this point the ward officer strongly urged that 
the patient be given electroshock treatment. The 
therapist just as strongly opposed this suggestion. 
After discussion in the supervisory conference, it 
seemed that while the patient’s condition indicated 
a severe regression, no emergency state was at hand. 
Furthermore it was felt that all possible methods 
short of somatic therapy had not yet been tried. The 
patient's behavior could be due to his again activated 
fear that something terrible was going to happen 
to him. It was then that for the first time the thera- 
pist called on the nurses and aides to assist by spend- 
ing some extra time with B. A number of these, 
together with the therapist, formed a special group 
that provided a steady source of contacts so that 
the patient was rarely alone during the next few 
weeks. B soon began to accept nourishment from 
these nurses and aides. He also began to speak a 
few words to them. It was then noted that in the 
evenings he spent more time with one nurse in par- 
ticular, a Miss M, though still, for the most part, in 
silence. 

There followed a slow movement away from the 
deeply regressed state. The patient began to eat 
well again and regain the lost weight. His sleep 
improved. The alternation of rigid posture and con- 
vulsive-like motions disappeared. The therapist 
discussed the case in detail with Miss M and asked 
her to spend a definite amount of time each day with 
the patient. He began to play cards with her and to 
accompany her off the ward to the canteen. He 
could also talk briefly with her about some of the 
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ward activities. Miss M told him about various 
other activities outside the ward and the patient in- 
dicated his interest in visiting the music room and 
the animal house. 

The therapist now suggested spending some of 
their time together in the music room, and B 
willingly accompanied him there. They would listen 
to records, occasional comments being made about 
the music. After an initial visit to the animal house, 
the patient himself suggested on many occasions that 
he would like to watch and feed the animals 
(monkeys, cats, guinea pigs). The therapist would 
accompany him at these times, and at length the 
patient, when no longer pressed, began to talk 
more with the therapist. He could say in a rational 
way that he knew he was in a hospital but he still 
could not understand why or what to expect. Most 
of the time he still felt scared, mixed up, and un- 
able to express his thoughts. The therapist was now 
able to respond with less anxiety and less need of 
pressing B to verbalize. 

B continued to show a great interest in the ani- 
mals, especially the monkeys. He watched their 
activities very intently. He fed them at times and 
at other times asked the therapist to do so. He then 
began to offer the therapist cigarettes and chocolate 
bars, and to play checkers and ping-pong with him. 
With Miss M the patient went on frequent walks 
about the hospital. He would accompany her off 
the ward to the canteen or to the library. On Sun- 
days he dressed in his civilian clothes and attended 
services at the hospital chapel with her. When 
dances were held, he would sometimes attend with 
her but did not dance. He still would talk only 
infrequently and then in a rather impersonal way 
about these activities. 

It was not until several months had so passed 
that the patient was finally able to reveal the content 
of some of his hallucinatory experiences, first to 
Miss M and then later to the therapist. He told 
her that at times he heard voices that threatened 
him, cursed him for being bad and forbade him to 
talk with anyone. At such times he was unable to 
say even one word. At other times the voices said 
funny or silly things—just what he couldn't now 
remember—but he felt as if he had to laugh and 
this made him feel relaxed. Miss M suggested that 
the patient could talk with his doctor about what 
he had told her. This the patient subsequently did 
but without further elaboration. 

After about 4 months, a definite progression was 
noted in the patient’s condition. Then, Miss M and, 
shortly afterward, the therapist had to be away 
from the hospital (several weeks and one week, re- 
spectively). The patient reacted with a sudden re- 
lapse on each occasion. After Miss M’s departure, 
he became less communicative and very tense. He 
stopped participating in activities, spending more 
and more time in bed. He again ate poorly. His 
posturing now resembled the motions of the monkeys 
he had so intently watched. He would respond to 
questions with grunting sounds. At times he cried 
and knelt as if in prayer. He repeated the words 
“mother” and “please, please” to the therapist when 
the latter was with him. The therapist told B that 


he felt Miss M’s going away had something to do 
with his becoming upset again; that he understood 
about B’s getting afraid at times when people he 
had gotten to know left him. While B was again 
uncommunicative and not eating, he did permit the 
therapist (who saw him more frequently during this 
interim) to feed him. He gradually then spent less 
time in bed and when urged to do so, went on short 
walks with the therapist. After Miss M’s return the 
patient again began to move out of this regressed 
phase. Just at this point the therapist had to be 
away from the hospital for a week. He told the pa- 
tient about this and introduced him to the doctor 
who would see him daily in the interval. When the 
therapist returned, the patient was mute and not 
eating. However, with resumption of the relation- 
ship B again quickly moved out of this regressed 
state. 

There followed a period of about a month in 
which the patient showed more consistent and rapid 
progress than at any other time in the previous 6 
months. On the ward he was much more outspoken 
and sociable with both patients and personnel. In 
the interviews with the therapist he was more 
spontaneous and communicative than ever before. 
He was able to elaborate on his fear of being help- 
less or of being punished for his badness. Much of 
this content was verbalized in the animal house. At 
times he identified himself with the monkeys in 
terms of being little and weak: They (as he) were 
locked up, subject to the keeper’s (therapist's) will, 
and would be afraid of him until they got to trust 
him. They would certainly be frightened if in the 
beginning the keeper should threaten them with a 
stick or poke it into them (the lumbar puncture). 
He might do this ‘if he felt they were bad. B then 
turned to the theme of his own fears. They became 
great when he had thoughts of living in sin and 
having to suffer God's punishment. He felt he had 
not gone to church often enough. His thoughts and 
actions and those of others were controlled by the 
powers above. When he couldn't talk it was be- 
cause he was being prevented from doing so. 

There were other times when B acted and spoke 
as if he were the keeper (therapist), admonishing 
the monkeys for their mischievousness. For the 
first time also he was able to reveal some of his de- 
lusional ideas: that he felt as if he were the son 
of God with great powers himself. 

In later interviews the patient could speak ration- 
ally at somewhat greater length about his sickness. 
He knew he was in a hospital because of his ex- 
treme nervousness. He hoped he could get well, and 
yet he was afraid because he knew some people were 
hospitalized a long time. Even if he got well, he 
might get sick again. He believed that once a person 
had been severely frightened, then some of the 
fright would always remain. 

Again for the first time he was able to recall and 
relate his early experiences concerning mistreat- 
ment by his own family. His oldest sister was al- 
ways bossing him. His father when drunk would be 
very nasty. On several occasions B found himself 
locked out of the house by his father and had re- 
acted with great fear and anger. He remembered 
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being frightened after his admission to the hospital 
because of the locked ward doors. Being so afraid 
made him always feel shy and reserved with people. 
The therapist told B that, as they worked together, 
a further understanding of these fears would become 
possible. 

After this month of progression several events 
occurred which again had repercussions in the pa- 
tient’s condition. One morning B began to dance 
about the dining room and act in an apparently silly 
way. He was finally able to express himself ration- 
ally, and asked Miss M if the hospital where his 
mother was a patient had been struck by a storm 
(which actually had caused many deaths and severe 
property damage in that general area). Miss M re- 
assured him that the hospital had not been damaged. 
Later, with the therapist, B revealed that when he 
heard on the radio that the storm had been severely 
destructive, he had worried about what might have 
happened to his mother. He then began to feel mixed 
up and for a while could not talk until he saw Miss 
M. It was only then that he could think clearly and 
ask her what had actually taken place. 

Shortly after this Miss M again had to be away 
for several weeks. When she told the patient this, he 
at first questioned her in a quite coherent fashion: 
why was she going, where to, how long would she 
be gone, etc. However, shortly before her departure, 
he began carrying a Bible and a rose around with 
him. He insisted that she should not leave. Before 
she left she spent much more time than usual with 
him. He was reacting in quite a different fashion 
this time to Miss M’s leaving him. He was going 
through all sorts of metions, as if shadow boxing, 
skipping rope, flexing his muscles, etc., and the 
meaning of his behavior soon became apparent. He 
was getting “into condition,” strengthening himself. 
He said he wanted to show he could take care of 
himself. To Miss M he revealed more delusional 
material: He told her she belonged to him, that he 
was the son of Jesus Christ, and he had been look- 
ing for her for 28 years; the rose he was carrying 
represented himself and she was the bud—she was 
still connected to him. He told her that when he had 
stared at her in the past or been with her, he had 
been hypnotizing her. Here a reversal of roles is 
revealed. He was now the powerful instead of the 
weak one. 

After Miss M left, the patient, instead of becom- 
ing mute and withdrawing to his bed as before, 
began to talk to other patients and interfere with 
their activities in an annoying way. He ordered 
other patients to eat up all the food in the dining 
room, turned lights on and off, and finally so pro- 
voked some patients that several minor scuffles took 
place. He paced the corridor with an open Bible, 
constantly chanting one sentence in particular— 
“T am God, come back Miss M.” During this time 
the patient ate and slept relatively well. He gradu- 
ally became less disturbed and gave up the Bible 
and the rose. He again requested to go to the can- 
teen, library, etc., with the nurses who substituted 
for Miss M. 

During this period the patient again spent a num- 
ber of hours with the therapist in the animal house. 


In talking about the monkeys, he again was able 
to reveal further his own feelings. He said the 
animals were not getting enough care. He kept 
asking the monkeys “What's the matter?” The 
therapist compared this to similar feelings that B 
himself could be having, especially after Miss M 
had left. B then said that he had also had other 
feelings, wondering at times if he himself were the 
doctor and the therapist the sick one. 

When Miss M returned to the hospital, the pa- 
tient was at first somewhat distant in his attitude 
toward her, although he was able to ask her about 
her vacation. He gradually became less reserved, 
but did not request to be in her company as much 
as before. He continued to be more communicative 
in his interviews with the therapist and at the end of 
8 months of psychotherapy had again entered a 
phase of improvement. 


DYNAMIC ASPECTS OF CASE MATERIAL 


Only some general observations on the dy- 
namic aspects of the case can be made at this 
time, in view of the patient’s difficulty in 
verbal communication during the period cov- 
ered in this paper. However, later in the 
course of treatment—during the second year 
—the patient was able to talk much more 
freely and a much more comprehensive, dy- 
namic formulation of the catatonic regres- 
sions as well as of the entire illness became 
possible. This will be included in a subse- 
quent paper on this case. 

In any event, during the early phases of 
treatment, situations implying or actually in- 
volving loss of an object relationship—even 
if only temporary—would evoke a severe re- 
gression. The history of B’s early life and 
his own later verbalizations indicated that 
from infancy on he was exposed to many 
such loss situations. These involved mother 
and mother-surrogates particularly. The doc- 
tor and Miss M were the current objects 
primarily involved. The object-relationship 
was of a highly narcissistic order, The re- 
gression, when severe, would be to a state 
where B reacted like an adult-baby, as it 
were. He manifested anxiety, helplessness, 
negativism much like that of a baby. Immo- 
bility and rigidity of muscles would alternate 
with mass body movements poorly coordi- 
nated. The patient seemed able to do nothing 
for himself—and if attempts were made to 
help, he would resist, refuse food, etc. Later 
he brought out the fact that during these epi- 
sodes, though mute, he could observe and 
think of what was going on: that he was 
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afraid of being alone, of being utterly help- 
less, of being like a baby. 

The major regressive episodes in the form 
of catatonic reactions became shorter and less 
intense as therapy continued. Between these 
episodes the patient showed more and more 
evidence of restitutive processes. These 
processes first manifested themselves clini- 
cally in the patient’s obvious responses to 
auditory hallucinations, the content of which 
was revealed in part only much later when 
the patient could verbalize and communicate 
with the therapist. Partly, the voices repre- 
sented a projected superego of a very puni- 
tive nature threatening the patient with 
destruction for being “bad.” Partly, they rep- 
resented a more “relaxing” new reality which 
kept the patient laughing; the more specific 
nature of this reality the patient did not 
reveal, 

Further restitutive attempts, concerned 
with libidinal movement toward objects, re- 
vealed themselves in delusional ideas, con- 
cerned primarily with a power theme—he 
could control others, or others could control 
him. Consequences here again were in terms 
of destroying or being destroyed. The pa- 


tient had all his life been shy and reserved 
and had felt inferior. The delusional con- 
tent at times revealed a compensatory swing 
—feelings of omnipotent grandiosity. 
Interspersed with these pathological resti- 


tutive manifestations were increasingly 
longer periods when psychotic action and 
content would be replaced by verbalization 
and rational behavior. 


SUPERVISION 


Supervision in this case began after ther- 
apy had been in progress several weeks. It 
was quickly apparent that the therapist was 
anxiously overactive in his interviews with 
the patient, trying to get him to talk more. 
His immediate attitude was that this was a 
psychiatric case that needed to be worked 
up. This led to the need to get from the pa- 
tient as quickly as possible and in the con- 
ventional way, i.¢., 50-minute interview in an 
office setting, as much data as possible that 
could be put into a clinical chart. The se- 
verely regressed patient responded to this 
cold professional attitude by withdrawing 
further and becoming even less communica- 


tive than on admission. The therapist-pa- 
tient relationship was obviously being threat- 
ened with disruption. 

However, though submerged by this cold 
professional attitude, there was another re- 
action in the therapist. B seemed to him like 
a frightened, confused, childlike adult, des- 
perately in need of care and help. This led 
to an urge to treat B accordingly: not to de- 
mand of him at once, either in behavior, feel- 
ings, or speech, what he obviously was in- 
capable of—responding like an adult in good 
contact with reality. This was both a feeling 
for B and a recognition of the schizophrenic 
process as it was occurring in him as a person. 
In other words here was a protective, mother- 
ing attitude in the therapist co-existing with 
but superseded by a cold professional attitude 
in response to the deeply regressed state of 
the patient. 

The work of supervision was directed at 
this time toward making the therapist more 
fully aware of these two conflicting attitudes, 
i.¢., treating the patient as a case versus treat- 
ing him as a person. In turn, the reasons for 
the predominance of his anxious overactivity 
and the blocking of his other, more sympa- 
thetic feelings were explored peripherally. 
The therapist’s anxiety was related to a num- 
ber of factors: (1) a fear of being criticized 
or being considered inadequate if there were 
no quick change in the patient’s clinical con- 
dition or no rapid accumulation of historical 
facts about the patient; (2) the fear that if 
there were no verbal communication from 
the patient, nothing of therapeutic import 
was taking place or could take place; (3) the 
fear that “just sitting” with the patient, talk- 
ing about simple realities with him, walking 
with him, listening to music with him was not 
the kind of treatment a doctor, a psychiatrist, 
gives and would lead to criticism or even 
ridicule; (4) fear of his own growing feel- 
ings of frustration and irritability. 

While the therapist’s anxiety was thus ex- 
plored at the surface as it were, and a more 
specific content developed, supervision did 
not undertake to go into the deeper, more 
personal causes. It did not attempt to look 
for the earlier origins of these fears and 
show such causal relationships. It did not 
then include psychotherapy of the therapist 
in this sense. However, the supervisor did 
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attempt to develop a benevolent and under- 
standing relationship with the therapist. In 
such an atmosphere the therapist’s growing 
confidence in the supervisor helped to foster 
a greater sense of his own security. His 
fears of criticism and of inadequacy were 
favorably adjusted by this kind of reality- 
correction(1). This in turn made it possible 
for him to modify his attitude of just treat- 
ing the patient as a case and substitute that 
of treating him as a person. His anxiety was 
further modified by the supervisory work 
which was directed toward increasing the 
therapist’s objective understanding of the dy- 
namics of the schizophrenic process actually 
occurring in the patient. It was underscored 
for the therapist how the patient’s severe re- 
gression, loss of object relationships, and 
marked breakdown in ego functions made it 
impossible for him to communicate easily in 
a verbal way. B’s catatonic behavior and 
occasional verbal responses were the only 
ways in which he could at that time com- 
municate. The break with reality was related 
to the intense threats that such reality still 
presented. Forcing and anxious pressure 
from the therapist only increased the threat 
and widened the break. This did not imply 
that the therapist should be only passive. He 
could be either active or passive as the situa- 
tion required. Nor did therapy necessarily 
have to be in the form of asking questions, 
acquiring historical data, or making interpre- 
tations. The therapist could be active in the 
sense of providing non-threatening outer 
stimuli: talking, walking, listening to music, 
playing games in order to divert the patient 
from continuous self-preoccupation with 
inner terrifying stimuli, e.g., physical sensa- 
tions, hallucinations. It was not implied, 
however, that the therapist disregard content 
in terms of genetic formulations. It was 
emphasized that he simply should not make 
interpretations of this kind to a patient whose 
“reasonable ego” was unable to ally itself 
with the therapist as a “co-observer.” 
Somewhat later the therapist became aware 
of and worked through another blind spot 
in his conception of psychotherapy of the 
schizophrenic : When the patient had his first 
severe regression with almost complete im- 
mobilization in bed, refusal to eat, and 
marked weight loss, the therapist reacted 


with a tremendous need to help him, but felt 
very limited and frustrated in what he was 
able to accomplish. He had “overlooked” the 
fact that others were in contact with the pa- 
tient, often for a far longer time each day— 
namely, nurses, aides, other personnel, and 
also patients. He became aware that his need 
to be in charge was also connected with the 
fear that anyone else’s participation would 
mean that he couldn’t handle the case alone, 
wasn’t a good enough psychiatrist, that things 
would get mixed up, etc. When the thera- 
pist’s anxiety in this connection diminished 
he was finally able to ask other personnel to 
help out and arranged to coordinate their 
activities with his. Actually there already 
existed a readiness in other personnel who 
were interested in and aware of the crisis 
impending in B’s status that was transformed 
then into group action. Somewhat later Miss 
M, with whom the patient was first able to 
communicate verbally, became an important 
therapeutic helper. Her almost daily presence 
beside B in a nondemanding, accepting way 
during the period when this kind of approach 
was still somewhat difficult for the doctor 
was of great help. It led to a reduction of the 
patient’s anxiety and at least in the beginning, 
a return of greater verbal communication 
when he was with her, Later this increasing 
ability to communicate verbally was extended 
to the relationship with the doctor. 

While the patient’s clinical status oscillated 
there remained in the therapist an undercur- 
rent of pessimism about the outcome. In 
supervisory hours this pessimistic outlook 
was countered by the optimistic attitude of 
the supervisor, and still further dissipated 
by his calling the therapist’s attention to what 
was actually happening clinically : the regres- 
sive episodes were becoming less severe and 
more widely spaced. The patient was becom- 
ing more communicative verbally. He was 
revealing more of his ideational and halluci- 
natory content and was speaking more often 
in a rational way. Thus what in itself might 
have been a basic disrupting factor—pessi- 
mism—was successfully modified in the su- 
pervisory work. 


DISCUSSION 


In this case, the therapist began with cer- 
tain misconceptions about the psychotherapy 
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of a schizophrenic patient. These were re- 
vealed during the course of the earlier super- 
visory hours. He had thought of duration of 
treatment in terms of several months rather 
than a much longer period. While he was to 
some extent aware that the course of treat- 
ment would not be a smooth one, he was un- 
prepared for the sudden, seemingly unac- 
countable shifts that may occur in a 
schizophrenic patient’s reactions. He was 
unaware that the relative weakness of the pa- 
tient’s reasonable ego would interfere with 
the assimilation and integration of interpre- 
tations made to it. He thought of the goal 
of therapy in terms of cure rather than of a 
continuing relationship and relative change. 
He did not realize the repercussions that 
physical procedures—such as the lumbar 
puncture—might have in activating the pa- 
tient’s anxieties and disturbing the interper- 
sonal relationship. He was concerned with 
quickly making dynamic genetic formulations 
and interpretations rather than with under- 
standing the therapist-patient relationship 
and its vicissitudes. 

In our supervisory experience such mis- 
conceptions have been frequently found in 
residents beginning the. psychotherapy of 
schizophrenic patients. Often those who have 
already had some experience in treating the 
neuroses consider the treatment technique 
will be quite the same for schizophrenia. We 
feel therefore that, wherever possible before 
such therapy is undertaken, supervisory 
hours should be devoted to a discussion of 
what the therapist understands of the princi- 
ples of treatment, particularly what his ex- 
pectations and his goals would be. 

It has been stressed that the therapist 
should be aware of his own emotional prob- 
lems and should have achieved a “satisfac- 
tory resolution” of these in order to do ef- 
fective psychotherapy(5). In many instances 
this is not possible for the resident beginning 
his psychotherapeutic work with schizo- 
phrenics, and, in addition, the intense resist- 
ances and hostility of such patients may 
rapidly mobilize his anxiety. Psychotherapy 
done under such circumstances can therefore 
be expected frequently to yield poor results. 
However, supervision which is particularly 
directed toward increasing the therapist's 
awareness and control of the disturbing ef- 
fects of his emotional reactions on the thera- 


pist-patient relationship, makes it possible for 
meaningful and effective psychotherapy to be 
undertaken. In the case reported, the resi- 
dent faced the difficult problem of the patient 
who often was in a deeply regressed state, 
mute and immobilized. The response of the 
therapist was, on the one hand, to anxiously 
force activity—to make the patient speak, to 
get him to do things—and, on the other, to re- 
act with pessimism. Supervision was directed 
toward making the therapist aware of his 
various ego states in reaction to those mani- 
fested in the patient. In addition, he was 
helped to respond with the attitude most fa- 
vorable to the continuation of the interper- 
sonal relationship. To put it another way, 
supervision attempted to develop in the thera- 
pist the most favorable emotional attitude as 
well as objectivity—.e., an understanding of 
what was going on(3). Supervision did not 
attempt to analyze the therapist’s emotional 
problems—it was not in that sense psycho- 
therapeutic. It did attempt to favor the de- 
velopment of a feeling of confidence on the 
part of the therapist toward the supervisor. 
Furthermore, supervision dealt not only with 
the therapist’s anxiety but modified his pessi- 
mism, substituting an optimistic outlook so 
important for successful outcome(2, 6). 

One special situation in this case was 
found to be very common among therapists 
inexperienced in the treatment of schizo- 
phrenics—the tendency to think of this treat- 
ment as the sole prerogative of one person: 
This tendency to overlook the importance of 
a helper(4) was successfully dealt with in 
the supervisory hours. 

Supervision, in our opinion, can play a sig- 
nificant role in helping the beginning thera- 
pist to do meaningful and effective psycho- 
therapy of schizophrenia, despite the difficult 
problems such treatment may pose. 
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The so-called alpha formula which is an 
experimental Rorschach diagnostic aid for 
overcontrolled and underactive schizophren- 
ics(8) was verified on a new group of pa- 
tients whose Rorschach records had not been 
employed in the setting up of the formula. 


VALIDATION 


The formula (Table 2) is limited to adult 
patients, 16 years and over, regardless of 
their neuropsychiatric diagnoses, whose 
Rorschach records contain no more than 6 
whole responses and a sum of light shading 
responses greater than, or at least equal to, 
their sum of color responses. These 2 techni- 
cal requirements are met by about one-third 
of schizophrenics ; the proportion seems to be 
greater the milder the schizophrenic disease 
process. In the present test of the formula’s 
accuracy, we used only those patients who 
had been re-examined psychiatrically more 
than 3 years after the Rorschach examination 
in order to obtain as reliable clinical psychi- 
atric diagnoses as possible. 

The original group, i.e., the one whose 
Rorschach data constituted the material from 
which the formula was constructed, included 
30 followed schizophrenics and 20 followed 
neurotics ; all of whom had been re-examined 
at least 3 years after the Rorschach test. Of 
the schizophrenics, 28, or 93%, scored at 
least 3 points on the alpha formula, while 
19 of the neurotics, or 95%, scored below 3 
points. Thus the formula differentiated be- 
tween the 2 patient groups with a 94% 
accuracy. 

When the formula was to be applied to an 
entirely new group some drop in the diag- 
nostic power of the formula was to be ex- 
pected. Some such loss occurs regularly in 
the biosocial sciences despite the high statis- 
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tical significance of the original findings. Ac- 
cording to the chi-square test, the probability 
that the difference in the distribution of alpha 
scores among the schizophrenics and among 
the neurotics of the original investigation was 
a matter of mere chance was less than 1 in 
100. However, 2 remarks based on the logic 
of the statistical chi-square test must be 
made: (1) the significance of the ability of 
the alpha formula to differentiate between 
schizophrenics and neurotics does not imply 
that in a new patient group this differentia- 
tion, even though statistically significant, will 
be the same as in the original group; (2) all 
essential conditions of the original investiga- 
tion must be reproduced to assure the same 
result. Of course, not all essential conditions 
are always known, and furthermore, even if 
they were known, they could not always be 
reproduced, 

Our new group included 100 schizophren- 
ics and 45 neurotics. However only 55 schizo- 
phrenics and 15 neurotics met both technical 
requirements: W<7 and 3c = XC. In this 
2-requirement, 70-patient group, 46 schizo- 
phrenics, or 84%, had alpha scores of 3 
points and more, while 12 neurotics, or 80%, 
had alpha scores of below 3 points. Thus 
83% of the 70 diagnoses were identified cor- 
rectly by the alpha formula, According to the 
chi-square test, this result is significant be- 
cause it could occur by mere chance less than 
1 in 100. An alpha score of 3 points and 
more is supposed to indicate a condition more 
serious than one of pure psychoneurosis, 
while scores below 3 points are said to point 
to a mental condition not more serious than 
a psychoneurosis(8). A high alpha score, 
i.e., one of at least 3 points, is not intended to 
mean that the patient does not have neurotic 
symptoms. He may have them but it is as- 
sumed that he has also one of the following 
illnesses: schizophrenia, a manic-depressive 
psychosis, or a cerebral organic disorder. 
Special Rorschach signs must supplement the 
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alpha formula to make the differential diag- 
nosis among these 3 serious mental disorders. 
Some of these signs were suggested else- 
where(8); in this article we restrict our- 
selves to the differential diagnostic problem 
of schizophrenia versus neurosis. 

The remaining 75 patients of the new 
group met one requirement but not the other ; 
X%c>2C but not W<7 was found in the 
Rorschach records of 23 schizophrenics and 
16 neurotics. Of the schizophrenics, 11, or 
48%, failed to score 3 points or more but 
only 3 of the neurotics, or 19%, scored high. 
Therefore the formula can be used to detect 
schizophrenia but it can not be used to elimi- 
nate it; high scores remain significant but 
low scores lose their significance when only 
1 of the 2 technical requirements is met. This 
conclusion applies to the second 1-require- 
ment group with W<7 but 3c<3C. Only 
2 of the 14 neurotics in this group scored 
high, indicating that only 14% of these neu- 
rotics were erroneously identified as schizo- 
phrenics, On the other hand, only 4 of the 
22 schizophrenics, or 18%, received high 
scores pointing to a psychosis. 


Table 1 shows the distribution of alpha 
formula scores in all 8 subgroups and in the 
total group of 195 followed-up patients. The 
Rorschach responses of the patients had been 
scored in accordance with the modified sys- 
tem(7) before the follow-up diagnoses be- 
came known. Nolan D. C. Lewis(3) redi- 
agnosed nearly all of the patients on the basis 
of personal interviews and all information 
available. Once the Rorschach responses of 
a patient are scored, it is a simple matter to 
compute the alpha formula score reliably and 
objectively. 

Table 2 contains the alpha formula. When 
computing the W or whole responses, count 
all the W : the W, dW or DW, and WS. The 
response must cover the entire plate to be con- 
sidered a W; the sole exception is a human 
movement response to the dark areas of plate 
III which is also classified as a W. When 
the patient excludes part of the blot definitely, 
the response is not a W, but a D, even though 
the excluded part is very small. The elimi- 
nation of some parts is the essential charac- 
teristic of D or detail responses. The sum of 


the light shading responses, the Xc, and the 
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sum of the color responses, the C, are to be 
computed according to the Rorschach Com- 
pendium(7). Each Fe counts 1 point, and 
each c counts 14 point. Any two c, or a frac- 
tion thereof, added to other scoring symbols 
such as Mc, FMc, FCc, CFe, etc., are given 
the weight of one-half point. The dark shad- 
ing responses, Fc’ and c’, are not part of the 
xc. These dark or black responses point to a 
tendency to alleviate anxiety by an intensifi- 
cation of motor behavior and consequently 
can not be treated as indicators of energy 
control. The 3C is computed in Rorschach’s 
own manner. Each FC counts as one-half 
point, each CF as a full point, and each C as 
one and one-half point. Color naming, Cn, 
and color descriptions without any meaning- 
ful interpretation of the color, are not rated 
as color responses and therefore they do not 
contribute to the SC. The 3C column is the 
only one allowing negative scores; these are 
to be subtracted from the sum of the positive 
scores. If the difference, %c-%C, is negative, 
the patient receives a zero score on the 
Xc-2C column. 

The c’-shock or dark shock is considered 
to have taken place (1) when either plate IV 
or V or both elicited no scorable response ; or 
(2) when the initial reaction time to plate 
IV or V was the longest of all IntRT; or 
(3) when the IntRT to IV or V was longer 
than the average IntRT to all plates and 
when the first scorable response was pre- 
ceded by a word, gesture, or action indicative 


of annoyance, fear, surprise, or any other 
manifestation of shock. The F+% is ob- 
tained by dividing the sum of all the F+, 
Fe+, and Fc’+, by the sum of all the F, Fe, 
and Fe’ regardless of their form quality. In 
addition to a + and — quality, a vague or 
+ quality is used; one + response has the 
weight of one-third + response(7). 


QUALIFICATION 


Despite the fact that the alpha formula 
gives satisfactory results and survived the 
test of application to an entirely new group 
quite well, the validity of the formula as a 
diagnostic aid may be limited. It is probable 
that the patient should have an average or 
perhaps even a superior intelligence if the 
formula be correct in more than 80% of 
cases. We matched the original and the 
second group of patients in terms of the 
Bellevue IQ’s. None of the 195 patients had 
a Wechsler-Bellevue IQO(10) below go and 
few had IQ’s between go and 110. The aver- 
age Bellevue IQ in each group was over 120. 
The differences in average 1Q’s among the 
4 subgroups, 2 neurotic and 2 psychotic, were 
statistically insignificant. Whenever the dif- 
ference between the verbal and the nonverbal 
quotients exceeded 10 points, we computed 
the 10 solely from the verbal tests. The 
reason for this procedure is the known fact 
that nonverbal tests are less reliable and less 
valid measures of intellectual capacity than 
are the verbal tests. The verbal tests’ scores 
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However the original 1950 formula was used in the computation of the alpha scores of the new group of 
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withstand the effects of a psychotic condition 
or of great emotional tension much better 
than do the nonverbal or performance tests. 

There is a low but positive correlation of 
an unknown degree between intellectual ca- 
pacity on the one hand, and number of whole, 
color, and light shading responses on the 
other hand. The F+% also is dependent 
upon the IQ to some extent. Consequently 
it is reasonable to expect that the alpha for- 
mula may yield different results when applied 
—with appropriate corrections—to an intel- 
lectually average and below average group of 
patients. Only experience will determine the 
precise effect of the IQ on the validity of 
the formula. It is not known whether the 
nonbright patients produce many Rorschach 
records with the two technical requirements 
of the formula, 

It was relatively easy to collect schizo- 
phrenic Rorschach records with W<7 and 
Zc>C. It was a great effort to find neu- 
rotic Rorschachs of this kind. This was par- 
ticularly true of the followed patients. It is 
easier to follow-up schizophrenics than neu- 
rotics. Many neurotics refuse a follow-up 
and about half of them turn out to be schizo- 
phrenics a number of years after the original 
diagnosis(8). The diagnostic impressions in- 
herent in the formula scores agreed much 
better with clinical psychiatric diagnoses 
which were made at the time of the follow- 
up than they agreed with clinical diagnoses 
made at about the time when the alpha for- 
mula scores were computed(8). This sug- 
gests that the alpha formula functions like 
a psychological microscope and that it makes 
accessible to observation schizophrenic traits 
which escape clinical observation. 

Another qualification should be kept in 
mind, viz., that a high alpha score does not by 
itself indicate schizophrenia but only a mental 
condition more serious than that of psycho- 
neurosis, A high alpha score does not elimi- 
nate neurotic symptoms ; it is intended only to 
invalidate the view that the assumption of 
neurosis explains fully the dynamics of the 
disease process. Schizophrenics and patients 
with intracranial pathology frequently have 
neurotic symptoms in addition to those 
ascribed to the specific influence of schizo- 
phrenia or of intracranial pathology. The 
implication is that patients with high alpha 


scores suffer from a schizophrenia, a manic- 
depressive psychosis, or from intracranial 
pathology ; they may or may not also have 
neurotic difficulties. By this we mean those 
personality weakresses that are caused by 
strained interpersonal relationships (espe- 
cially in early childhood) which lead to the 
development of habits incompatible with an 
efficient, constructive, benevolent, and toler- 
ant cooperation with others for the common 
good, and which are not accompanied by neu- 
rophysiological defects or defects in the per- 
ceptual and conceptual standards for the 
determination of what is real and what is 
not. We assume that neurophysiological de- 
fects or defects in standards of reality, or 
both, are associated with cerebral lesions, a 
manic-depressive psychosis, or a schizo- 
phrenia. 


THEORY 


The main hypothesis underlying this diag- 
nostic approach which has been made possible 
by appropriate modifications of the Ror- 
schach method(7), is that energy control is 
proportionate to the potential energy output 
in normals and neurotics, and that there is a 
disproportion between energy control and po- 
tential energy output in patients suffering 
from a disease more serious than a mere 
psychoneurosis(6). The Rorschach is a psy- 
chological method of personality investiga- 
tion. It can reveal only personality traits or, 
more exactly, traits manifested by the indi- 
vidual in his psychosocial interactions with 
other individuals. The energy concepts un- 
derlying the alpha formula refer to inter- 
personal relationships(6). The adequacy or 
inadequacy of energy control is measured in 
relation to the strength of motor impulses 
stimulated by the psychosocial relationships 
with others. A patient with a high alpha 
score may be stimulated very little to action 
by his interpersonal relationships because of 
emotional flatness which leaves him indiffer- 
ent to people. Yet at the same time he may 
display a very high degree of energy control. 
The theoretical explanation is as follows: 
No one develops a high degree of control 
without a serious reason or need because the 
development of a high control capacity entails 
effort, great inner tension, and marked per- 
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sonality reorganizations. Now, if the Ror- 
schach reflects the patient’s psychosocial re- 
lationships and if no reason for the excessive 
control can be found in the patient’s Ror- 
schach record (with, say, no color responses 
and no whole responses with all the other 
components being within the expected range), 
then the reason for the high degree of control 
must lie outside of the interpersonal relation- 
ships, or in the patient’s organism. High 
alpha scores, and the overcontrol which they 
imply, are viewed as signs of a defense atti- 
tude : it is argued that the patient has realized 
(consciously or unconsciously) that his or- 
ganism has been greatly debilitated by a seri- 
ous disease and therefore he has developed 
(unconsciously rather than consciously) 
habits of great restraint and caution in order 
to minimize the chances of behaving in an 
undesirable, injurious, or conspicuous man- 
ner(6). Thus, personality changes may 
remain unnoticed by others and the relation- 
ships with others may require but mild alter- 
ations, saving the patient from the need of 
great and sudden modifications in his social 
contacts at a time when he is least capable 
of making these modifications easily and ef- 
ficiently. The overcontrol and underactivity 
amount to a retreat to a position of greater 
security. The value of this perceptanalytic 
formula is that very important personality 
changes can be demonstrated experimentally 
and measured with a relatively high degree 
of accuracy. 

The observations which we have made up 
to this moment imply that with increasing de- 
terioration, the patient’s alpha scores drop 
and the excess of control over the percept- 
analytically measurable energy output de- 
creases. It seems that, as long as the patient 
can assume and maintain the attitude of over- 
control, his psychological resources are far 
from exhausted. On the other hand, schizo- 
phrenics with high alpha scores do not ap- 
pear to improve noticeably regardless of 
treatment received. They tend to be rather 
stationary patients whose anxiety oscillates 
but whose social and occupational adjustment 
undergoes fewer variations in quality than 
their subjectively experienced anxiety. This 
recent conclusion concerning the alpha schiz- 
ophrenics is compatible with the 1939 princi- 
ple that insulin coma (and possibly other 
forms of treatment) benefits patients whose 


intellectual status is relatively intact but who 
use their abilities “inefficiently”; if there is 
no discrepancy between potential and actual 
levels of psychological functioning, i.e., if 
the patient is efficient, before treatment, he 
does not benefit from treatment(5). Inef- 
ficiency is measured by lack of concentration 
upon the task at hand, the making of numer- 
ous side remarks, the presence of good per- 
cepts accompanied by uncontrolled, circum- 
stantial, and extensive associations, and by a 
great unevenness in performance level(5). 
Most of the high alpha-score schizophrenics 
maintain the same level of inner and outer 
adjustment for some years, and, since they 
are usually mild cases, they succeed in living 
outside of hospitals for at least several years 
after the onset of manifest psychotic symp- 
toms. The great majority of them earned 
prognostically favorable scores on the 3-year 
Rorschach prognostic criterion(g). Of the 
55 schizophrenics with both technical re- 
quirements, 32 or 58% were improved or 
were essentially unchanged during the 3-year 
period following the Rorschach examination. 
In the I-requirement schizophrenic group 
with W<7, 8 of the 14 schizophrenics or 
36% improved or remained the same for the 
3 following years. However, in the 1-require- 
ment group with 3c>3XC, 16 of the 23 schizo- 
phrenics, or the high percentage of 70%, 
improved or were essentially the same 3 
years later. This would mean that ,reduction 
of drive for ambitious personal achievement 
(drop in number and quality of W) is prog- 
nostically less favorable than a good control 
over outward manifestations of emotions 
(Xc exceeding 

The construction of a beta formula for 
patients whose energy output exceeds their 
energy control is very difficult with available 
perceptanalytic concepts. However, the need 
for a formula for the majority of schizo- 
phrenics, i.e., for those who are undercon- 
trolled, is not so great as for the overcon- 
trolled ones. The undercontrolled schizo- 
phrenic reveals his psychosis easily by the 
content of his production. Examples of per- 
ceptanalytic responses which are pathog- 
nomonic of schizophrenia are : 

I was trying to think it was a penis. Now it looks 


like two arms of a pair of scissors, as if snipping 
something off, my sexual potencies. 
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This is also a contamination because the same 
area (top center of plate II) is interpreted 
both as a penis and as scissors; these 2 per- 
cepts overlap. This reveals a serious defect 
in reality testing: two concrete objects can 
not be in the same space at the same time. 
Incidentally, the patient who produced the 
contamination displayed so few clinical symp- 
toms that he was still considered an obsessive 
neurotic at the time. Another schizophrenic’s 
response was: 

Lovers. Each on opposite sides of the world about 
to suddenly join each other. When they sing “Ah, 
sweet mystery of life,” some of us know what it 
means. There are certain songs that cause people 


to lose weight and others keep people apart from 
each other. 


This patient was conspicuously schizophrenic 
in everything he said and did. He was very 
talkative and hypomanic. The first schizo- 
phrenic’s motor behavior was subdued and 
the patient had many neurotic symptoms. 
However, the disturbance in the “fonction du 
reel” is diagnostically much more significant 
than neurotic symptoms. 

Lewis and Piotrowski have shown that 
somatic delusions are frequently mistaken 
for hysterical symptoms in mild or early 
schizophrenia, probably because the neurotic 
symptoms are by far more prominent. Even 
a trace of schizophrenia is schizophrenia, and 
the proper evaluation of it is more important 
for prognosis than the neurotic symptoms 
which occur in nonschizophrenics as well(4). 

Malamud observed in a review of research 
in schizophrenia that the mechanisms of the 
development of schizophrenia now seem more 
complex than ever before(2). It is quite pos- 
sible that the diagnostic approach illustrated 
by the alpha formula will reduce the com- 
plexity of schizophrenic personality varia- 
tions by enabling us to evaluate, perhaps 
more accurately than can be done by other 
procedures, the mechanisms of defense in 
schizophrenia and their relation to deteriora- 
tion. The defense indicated by high alpha 
scores seems to be psychogenic in the sense 
that it appears to be motivated by a desire to 
have as good a contact as possible with 
others. However, it is a kind of psychogenic 
defense which is not found in neurosis, the 
etiology of which is psychogenic. Thus non- 
psychogenic factors as well as psychogenic 


ones may be at work in that personality re- 
organization which is reflected in a high 
alpha formula score. 

The W or whole responses, measure or- 
ganized, sustained, and consciously directed 
drive for difficult personal achievement for 
which rewards are expected, such as prestige, 
influence, position, money, or any form of 
direct power over others. The larger the 
number of the W, the higher the proportion 
of good quality W among the W, and the 
more differentiated are the W, the stronger 
the readiness to exert oneself to accomplish 
something difficult which will increase one’s 
power. “Two men dancing around a may- 
pole” is a highly differentiated interpretation 
of plate I because several parts of the blot 
are given different meanings and are synthe- 
sized into a meaningful whole; “a butterfly” 
is an example of a much less differentiated 
interpretation of the same plate. In the for- 
mula in its present stage, only the absolute 
number of the W is considered. In our pa- 
tient population only cases more serious than 
neurotics gave as few as 2, I, or none W. In 
other words, only psychotics and/or cerebral 
cases reduced their drive for personal 
achievement to such a limited degree. 

The 3C is the best measure of the active 
interest in meaningful interpersonal relation- 
ships. It gives an approximate estimate of the 
degree to which the individual wants actively 
to change or influence intentionally his con- 
tacts with others. Lack of color responses 
indicates emotional flatness in an adult. The 
larger the 3C, the more is the individual in- 
clined to do something on an overt social 
level about his contacts with others. Pro- 
ducing no color responses at all is more sig- 
nificant in the case of bright people than in 
that of dullards. Only psychotics and some 
organic cerebral cases produced no color re- 
sponses in our patient groups. The %c, the 
light shading responses’ sum, is an approxi- 
mate measure of the degree to which the 
individual is capable of controlling the out- 
ward manifestations of his emotional im- 
pulses(7). The greater the absolute number 
of the 3c and the greater the difference %c- 
XC, the more easily can the individual curb 
his motor impulses. The remaining factors, 
c’ shock and the low F + %, occur more fre- 
quently in nonneurotics than in neurotics, 
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especially when they are not taken singly but 
are part of a pattern of components. They 
were included in the formula because they 
contribute to the differentiation between neu- 
rotics and cases with illnesses more serious 
than mere neurosis. 


PRACTICAL ADVANTAGES 


The unreliability of psychiatric diagnoses 
is a well-known fact and complaints about it 
are heard everywhere. Recently, Bigelow 
noted the startling discrepancy in the sta- 
tistics of admission diagnoses among New 
York State Department of Mental Hygiene 
institutions. He went on to say(1) that 


The chief requirement for a good differential diag- 
nosis of schizophrenia is ample time—time to de- 
velop and review a good history, time to examine 
carefully and observe the patient, and time to con- 
sider all of the facts fully. 


It is hoped that the alpha formula will save 
a great amount of the psychiatrist’s time. 
The practical advantage of the formula 
consist in the detection of schizophrenia 
when hardly any symptoms or at least no 


clear-cut schizophrenia symptoms can be seen 
clinically. The application of the formula is 
easy and reliable once the modified system of 
scoring the Rorschach responses is mastered 
(7). The formula yields high scores even 
with patients who, because of their progres- 
sive deterioration, are recognized as schizo- 
phrenics only after years of study. Many of 
these mild and/or early schizophrenics, who 
become unquestionably schizophrenic several 
years later, produce nothing conspicuously 
schizophrenic during their Rorschach exam- 
ination. They have no contaminations, make 
no unpredictable shifts in the quality or trend 
of their responses, display no other vari- 
ability, and gave no bizarre or sadistic re- 
sponses. Some of these patients even have 
an F+% above 80, which means that the 
correspondence between the images elicited 
during the examination and the blot areas to 
which the images pertain is as good as in the 
average healthy adult. In such cases, a psy- 
chosis is suggested by the excessive caution 
or overcontrol which is so great that nothing 
bizarre, illogical, or inaccurate is overtly 
manifested. 


SUMMARY 


1. The 1950 perceptanalytic alpha formula 
designed to aid in the differentiation between 
psychosis and neurosis(8) was tested on a 
new group of 145 patients, 100 schizophrenics, 
and 45 neurotics. All patients were followed 
for at least 3 years and were rediagnosed by 
Nolan D. C. Lewis. Their condition at the 
end of the 3-year period subsequent to the 
original Rorschach examination was evalu- 
ated in terms of improved, essentially un- 
changed, and worse. 

2. An alpha formula score of 3 points or 
more indicates a mental condition more seri- 
ous than a mere psychoneurosis, i.¢., a schizo- 
phrenia, a manic-depressive psychosis, or 
intracranial pathology. If the alpha score is 
less than 3 points, a diagnosis of psychoneu- 
rosis is indicated. The 1956 formula (Table 
2) agreed with the independently made clini- 
cal psychiatric follow-up diagnoses in 83% 
of the 145 cases. The formula was as accurate 
in the diagnosis of schizophrenia as of neu- 
rosis provided both technical Rorschach re- 
quirements were met: and W<7. 
If only one requirement was met, high alpha 
scores retained their validity but low scores 
were not valid. The validity of the formula 
in its present stage may depend upon the pa- 
tient’s intelligence ; an IQ of at least 100 may 
be a necessary condition. 

3. The formula grew out of the theoretical 
assumption (1) that in neurotics potential 
energy output is proportionate to their energy 
control in psychosocial situations, #.¢., in the 
social interactions between the individual and 
others; and (2) that in cases more serious 
than a mere neurosis there is a disproportion 
between the patient’s energy control and his 
potential energy output in social interactions. 
High alpha scores are not incompatible with 
the presence of neurotic symptoms. Schizo- 
phrenics as well as organic cerebral cases 
may have neurotic difficulties in addition to 
personality weaknesses specifically contingent 
upon schizophrenia or intracranial pathology. 

4. The alpha formula may be the begin- 
ning of one of several possible laboratory 
tests for schizophrenia. 
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THE SELECTION OF PSYCHIATRIC AIDES: I. CRITICAL 
REQUIREMENTS OF THE JOB' 


DONALD P. SCHMIDT, Pu. D.,2 ann DAVID COHEN, Pu. D2 
COATESVILLE, Pa. 


This paper is the first in a series reporting 
on the development of a pre-employment 
testing program for the selection of psychi- 
atric aides. The problem is important for two 
reasons. First, many hospitals report annual 
aide turnover rates as high as 50%. This re- 
quires maintaining recruiting and training 
facilities for replacements at a much greater 
cost than would be required if turnover were 
reduced by appropriate selection techniques. 
Second, and more important, is the growing 
recognition by modern neuropsychiatric 
hospital administrators that the aide is a key 
member of the treatment team. He spends 
more time with the patient than any other 
member of the team and hence, is in a posi- 
tion to do either a great deal of good or con- 
siderable damage. In this regard, Hamister 
(7) points out that the behavior of the aide 
becomes an important standard of reality 
and of socially acceptable behavior to the pa- 
tient. 

It is surprising, therefore, that so little 
carefully controlled research has been done 
on the problem of aide selection. The selec- 
tion of applicants in many hospitals is a hap- 
hazard procedure at best. If selection tests 
are used, they are frequently chosen on the 
basis of an a priori assumption that the tests 
measure a factor or factors related to job 
success. In practice, this means that most 
hospitals that utilize psychological tests as 
screening devices administer an intelligence 
test and a paper-and-pencil personality test 
which screen out only the mentally defective 
and the severely disturbed. Conversations 
with psychologists attempting to deal with 
the problem, as well as a survey of the litera- 
ture, suggests that the primary difficulty in 
devising selection techniques is the lack of an 
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adequate criterion of effective job perform- 
ance. It is with this phase of the problem 
that the present paper is concerned. Later 
papers will report on the development and 
standardization of a battery of selective 
measures, 


PREVIOUS RESEARCH 


These points are illustrated in the studies 
referred to below. Barron and Donohue(1) 
used the California Capacity Questionnaire 
and the Minnesota Multiphasic Personality 
Inventory (MMP1) in selecting aide appli- 
cants at a state hospital. More detailed test- 
ing was done in doubtful cases. They found 
that the MMPI screened out psychopaths 
effectively but this minimal battery did not 
detect other kinds of psychopathology often 
found among aide applicants. Using a 10- 
item efficiency rating, they found that of 
their aides who scored in the dull normal 
range of intelligence, 91% were of “average” 
efficiency. However, they do not state how 
their criterion ratings were derived. Also, 
each item was scored on a 3-point scale which 
suggests that the reliability of the scale may 
be low. They comment that patient care im- 
proved observably and turnover decreased 
following the adoption of these procedures 
but they had no method of objectively relat- 
ing these observations to employee efficiency 
or selection. 

Kline(8) tested 108 new aides, using a 
modified version of a National Defense Re- 
search Council screening test originally de- 
vised for the U.S. Maritime Service and a 
biosocial history. No attempt at prediction 
of job succes was made. After 2 years he did 
a follow-up study on the 108 aides. He re- 
ports that the test would have rejected 83% 
of aides who were discharged for unsatis- 
factory work, who quit in anticipation of 
being discharged, or were “unstable” or 
chronically dissatisfied ; all of these men were 
no longer employed. However, the test would 
also have screened out 23% of “satisfactory” 


45! 


= 
We 
‘ 
= 
ite 
= 


452 


SELECTION OF PSYCHIATRIC AIDES 


[ Dec. 


aides still employed at the hospital. This 
group included both outstanding employees 
and aides who were presumed to be “‘satis- 
factory” simply because they were still em- 
ployed. Kline admits that this is a poor cri- 
terion, and indicates that he is collecting 
further data for purposes of cross-validation. 

Vaccaro(9, 10) reports some success in 
differentiating between the most and least 
efficient aides in a mental hospital, using a 
battery of intelligence and personality tests. 
Again, no attempt has been made to validate 
his findings on a new sample. His criterion 
was a modified version of an efficiency rating 
scale used in a study of psychiatric aides by 
the Veterans Administration. While this 
scale may be fairly satisfactory in delimiting 
extreme groups, it is so global in character 
that it is highly doubtful that it would dis- 
criminate in the middle ranges. 

Hall et al.(6), in reporting on the results 
of their attempts to select aides for training 
at the Menninger Aide School, state that 
their preliminary screening interview and ap- 
plication-questionnaire succeeded only in 
weeding out those with serious personality 
disturbances and those who were intellectu- 
ally unable to cope with the course work. 
They attribute their failure to the lack of an 
adequate criterion and state : 

Very little is known at the present time about what 


features to look for in prospective psychiatric aides 
or how to detect presence or absence of these attri- 
butes. 


The present authors believe that the answer 
to this question must come from an examina- 
tion of the job rather than of the aide. Once 
it is known what factors are inherent in the 
job, it is possible to devise specific techniques 
to attempt to measure either the job factors 
themselves or the personality traits underly- 
ing them. It is quite possible that currently 
marketed tests do not measure the factors 
actually involved in the job. 


CONSTRUCTION OF CRITERION 


In a job involving as complex and varied 
skills as that of the psychiatric aide, it is not 
possible to construct a criterion a priori. 
Flanagan(3, 4, 5) has devised a method of 
criterion construction which is especially ap- 
plicable to jobs which are complex and dif- 
ficult to analyze by the more standard 


methods of job analysis. Flanagan points out 
(4, 5) that this “critical incident technique” 
has been successfully applied to the deter- 
mination of job requirements for Air Force 
officers, research workers in scientific labora- 
tories, airline pilots, and air route traffic con- 
trollers. Finkle(2) has defined the critical 
requirements of foremanship in an industrial 
setting and Wagner(11) has established 
critical requirements for dentists. Critical in- 
cidents are simply specific instances of suc- 
cess or failure on the job. 

Collecting a large random sample of such 
instances from persons who know the job 
and categorizing the job areas into which 
those incidents fall make it possible to state 
job requirements in terms of the objective 
behavior required for success. Thus the tech- 
nique avoids the broad, ambiguous terms and 
stereotyped lists of traits frequently obtained 
by asking supervisors or employees for a 
list of job requirements. A large random 
sample of critical incidents from employees 
and/or supervisors also permits the deter- 
mination of the relative importance of the job 
requirements by comparing the frequency of 
the various classes of incidents. 


PROCEDURE 


Collection of Data.—Booklets were pre- 
pared for the collection of critical incidents 
of aide behavior on the job. These were to 
be distributed to aides, supervisory personnel 
and other employees who routinely contact 
the aides in their work (see Table 1). Finkle 


TABLE 1 


InciIpENTS SUBMITTED By Eacu 
RESPONDENT Group 


Inci- 
dents 


Num- Num- Num- 
ber ber ber 
em- sam- respond- 

Respondent group ployed pled ing mitted 
Professional staff*... 28 20 9 39 
Supervisory nursest. 24 24 91 
Staff nurses 66 115 
Student nurses 201 
Charge aides 

Booklet 14 

206 


32 
122 370 
20 55 


* Includes psychiatrists, physicians, psychologists. 

t “Charge” nurses, supervisors, nursing education staff. 

t Laboratory technicians, occr pational therapists, physical 
therapists, special services personnel, who routinely contact 
aides in their work. 


@ 
il 
Booklet ........... — 400 
Interview .........5 — 126 
40 
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(2) found that there were no significant dif- 
ferences between critical incidents collected 
in interview and those recorded by the in- 
formant in a booklet provided for the pur- 
pose. 

Two levels of booklets appropriate to the 
educational level of the aides and of the other 
respondents were prepared for this study. 
Respondents were informed that their ano- 
nymity would be respected. Two incidents 
each of effective and ineffective job behavior 
were requested from each respondent. The 
questions asked in the booklets were : 


Effective, professional level booklet: Think of a 
time when you've spoken to an aide for doing an 
especially fine job, or a time when you would have 
liked to commend an aide for an outstanding piece 
of work. Exactly what did he do that made you feel 
like speaking to him? Remember, describe a specific 
situation that illustrates definitely good work. 

Ineffective, professional level booklet: Now, think 
of a time when you've had to speak to, or felt like 
speaking to, an aide for something he did wrong— 
the sort of action which, if repeated, would show the 
person was definitely not an effective aide. Re- 
member, describe a specific situation. Exactly what 
did the aide do? 

Effective, aide level booklet: Think of one time 
in your work when you did something or you saw 
another aide do something you thought was such a 
fine job that he or you deserved to be praised and 
told how good it was. Tell exactly what happened. 

Ineffective, aide level booklet: There probably 
have been times when you have not been proud of 
the way you have done your work, even though no 
one else knew this. This is true of every person. 
You know your job best and are the best able to tell 
us about these times. 

Think of one time when you did something or saw 
another aide do something you thought was a 
pretty poor piece of work—the kind of thing that 
you think a very good aide wouldn't do. 


Informants were also asked to indicate 
why they felt effective incidents were out- 
standing and to state after each ineffective 
incident what they thought the aide should 
have done. Effective and ineffective behavior 
was more concretely defined in the orienta- 
tion talks to aides and nurses before the 
booklets were circulated, as being examples 
of the kind of behavior which “makes or 
breaks” a man on the job. They were asked 
to think of incidents which had earmarked 
an aide for promotion or had resulted in re- 
quests for his transfer or discharge. 

Response to the professional level booklets 
equalled expectations. However, the aides 


did not respond weil (see Table 1). Explora- 
tory interviews with several key aides sug- 
gested that this was due to the generally low 
level of literacy of our aide population and to 
some distrust and anxiety about the true pur- 
pose of the project, even though this had been 
explained during the orientation talks. As a 
result, it was decided to collect critical inci- 
dents by interviewing the aides individually, 
even though they had previously received the 
booklets. In these interviews the project was 
again explained and any questions about it 
were answered, Of the 176 aides interviewed, 
168 responded with one or more incidents. 
This sample included all charge (supervis- 
ory) aides who were not on leave at the time 
and a sufficient number of aides to sample 
all hospital services on all 3 shifts. 

Sample Control—The following sample 
control data were also obtained: occupation 
of respondent, length of service, shift 
worked, the hospital service on which the 
incident was observed, whether or not the 
incident was followed by supervisory action, 
and the sex of the aide involved. Incidents 
submitted by persons employed less than 3 
months were rejected. These data were coded 
and entered on the cards to which the inci- 
dents were transcribed for sorting and cate- 
gorizing. 


RESULTS 


A total of 1,123 incidents was obtained 
from 325 respondents. These are reported 
by group in Table 1 along with other infor- 
mation about the make-up of the sample. 
Analysis of the content of the critical inci- 
dents on the basis of the sample control data 
does not reveal any notable differences in 
critical requirements with respect to hospital 
service, shift worked, sex of aide, or super- 
visory action following the incident. In ad- 
dition to the incidents reported in Table 1, 
38 incidents were obtained from a sample of 
24 convalescent patients. Patients were not 
sampled further, nor were these incidents in- 
cluded in the study, since they did not con- 
tribute any areas of job behavior not already 
reported by the other informant groups. 

The critical requirements for satisfactory 
performance of the job of psychiatric aide 
were derived by sorting the critical incidents 
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into clusters of related incidents and abstract- 
ing from these clusters a title describing the 
general area of their content. The results of 
this sorting follow. Note that these are de- 
fined in terms of effective job behavior. 


CRITICAL REQUIREMENTS FOR 
EFFECTIVE AIDE WORK 


I, Care of the neuropsychiatric patient. 

A. Routine techniques and duties. Must be fa- 
miliar with and able to perform those routine 
operations affecting the physical welfare of 
NP patients and the safety of both patients 
and personnel. 

1. Routine care of physical needs of patients. 
a, Feeding. Know appropriate techniques 

for feeding and/or encouraging patients 
to eat. 

. Personal hygiene and appearance. As- 
sist and encourage patients in personal 
grooming where patient is able to care 
for himself. Give attention to groom- 
ing of patients and attend to the clean- 
liness of incontinent patients. 

c. Other physical care. 

2. Knowledge and application of procedures 
and precautions for safety of patients and 
personnel, Includes security measures such 
as locking doors, techniques of moving 
patient details from building to building, 
etc. 

B. Knowledge and application of special tech- 
niques of care and treatment (EST, IST, 
pack, laboratory procedures, etc.). Includes 
awareness of special symptoms or reactions 
to these procedures and care of these. 

1, Application of technique (knowledge). 
2. Attitude toward patient, method of relat- 
ing to patient, to carry out procedure. 

C. Attitudes toward, and skill in relationships 
with, patients. Acceptance and appropriate 
handling of symptoms of NP illness. 

1. General attitudes in routine, day-to-day 
relationships with patients. 

a. Knowledge of appropriate procedures 
in relating to patients, ¢.g., knowledge 
of what is to be done in response to the 
more usual requests made by patients ; 
makes effective use of his training. 

b. Attitude in approach to patients. 

2. The handling of the negativistic patient. 
a. Knowledge of procedures. 

b. Approach to patient. 

3. Handling hyperactive and assaultive pa- 
tients. 

a. Knowledge of procedures. 

b. Approach to patient. 

4. Handling the suicidal patient. 

a. Knowledge of procedures. 

b. Approach to patient. 

5. Handling the eloper. 

a. Knowledge of procedures. 

b. Approach to patient. 


6. Application of specific knowledge of in- 
dividual patients to dealing with those pa- 
tients to effect more thorough treatment 
and/or more constructive ward behavior : 
a. To physical symptoms. 

b. To mental symptoms. 

. Encouraging patients, especially with- 
drawn patients, to greater participation in 
both routine and special activities. 

. Ability to inhibit inappropriate or harmful 
responses to symptoms of mental illnesses ; 
to avoid the temptation to tease or abuse 
the NP patient. This factor is elicited pri- 
marily in response to: 

a. Physical assault. 
b. Verbal assault (racial slurs, etc.) 
c. Other situations. 

. Constant alertness and observation of mental 
and/or physical symptoms, patient behavior, 
etc., and the ability to take appropriate ac- 
tion on the basis of observation. 

. Job factors not directly related to patient care, 
in the sense that direct interaction with the pa- 
tient is not involved. 

A. Constructive, cooperative attitude toward the 
job (¢.g., not sleeping on job, etc.). 

B. Willingness to accept the authority and su- 
pervision of superiors. 

C. Adequate performance of routine ward house- 
keeping duties. 


The incidents were sorted and categorized 
by the senior author. A random sample of 


50 was drawn and re-sorted by the junior 
author, using the category definitions from 
the prior sorting. Reliability of sorting into 
these areas was high, there being only 2 dis- 
agreements. Examples of incidents obtained 
are as follows: 


Effective: “One of our patients seemed to delight 
in taking his tray at meal time and tossing it into 
the air. When this situation arose, various aides 
were prone to display anger. This seemed to over- 
joy the patient as he had found a way to both re- 
ceive attention and cause annoyance at the same 
time. On one such occasion, the aide nonchalantly 
picked up the tray, left the room and returned with 
a second tray. Calmly, without any display of emo- 
tion the aide handed him the tray and said, ‘Now 
would you care to eat?’ The patient was quite 
taken aback by this new approach. He muttered to 
himself and proceeded to eat his meal without 
further ado.” 

Ineffective: “In Ward X, there is an aide who 
apparently is quite angry with the hospital for vari- 
ous reasons and is not averse to expressing his feel- 
ings to other aides and personnel in the presence 
and hearing of patients. For example, on one occa- 
sion he was angry because he was the only aide on 
the ward at the time. He felt that the nursing serv- 
ice was poor in their scheduling of aides. Very loudly 
and very hostilely he was speaking to a clerk about 
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the poor administration of the hospital, ‘they don’t 
know how to run a hospital, etc.’ Three patients 
sitting in full view of this aide heard everything.” 


DISCUSSION 


It will be noted that these requirements 
are based on a sample of 1,123 incidents. 
Ideally, to attain the greatest stability, it is 
considered desirable to obtain 2,000 to 3,000 
incidents. However, adequate criteria were 
obtained by Finkle(2) and Wagner(11) with 
somewhat smaller samples of incidents than 
were obtained in the present study. As a 
check on the adequacy of the sample, the inci- 
dents obtained in the last week of interview- 
ing were compared with the categories of 
incidents obtained previously. Had new areas 
or subareas of behavior been found, inter- 
viewing would have been continued until no 
more new areas or subareas turned up in a 
week’s run of 40 interviews. 

Hall, et al.(6) have pointed out that a 
major problem in studies of this kind is that 
the actual work done by the aide varies con- 
siderably from one hospital to the next. 
While this is true, the present authors feel 
that the range of aide job behavior is well 
covered by the critical requirements listed 
above. Differences in local emphasis on the 
duties of the aide may make it advisable to 
weight the items differently. There are 2 
acceptable ways of accomplishing this. First, 
a replication of this study by the particular 
hospital concerned on a smaller scale would 
provide appropriate weights for use in that 
hospital. Weights are based on the frequency 
of occurrence of incidents in each category. 
Infrequent incidents which may have serious 
consequences may arbitrarily be given heav- 
ier weights relative to their inyportance. 
Second, the critical requirements found in 
this study may be used as a check-list for job 
analysis. Aides may be observed in their 
work and the frequency of occurrence of the 
various critical behaviors then be tabulated 
for weighting purposes. Weights found for 
the critical requirements in this study will 
be published in conjunction with the report 
on the behavior rating scale now being con- 
structed on the basis of these critical require- 
ments. 

In addition to defining critical job require- 
ments, these incidents, especially the instances 


of ineffective behavior, are providing leads 
to areas which need to be given greater em- 
phasis in the training of aides at this hospital. 
Also, they may give worthwhile information 
on how the various occupational groups 
within the hospital conceive of the role of the 
aide. This may reduce intergroup tensions 
by leading to a common definition of the 
areas of competence of the aide. 


SUMMARY 


The present paper is the first in a series 
reporting on the development of a pre-em- 
ployment selection program for psychiatric 
aides at the VA Hospital, Coatsville, Penn- 
sylvania. 

1. A survey of previous research in the 
area of aide selection suggests that equivocal, 
ambiguous, and only partly useful results 
have been obtained because of the lack of an 
adequate criterion of effectiveness of job 
performance. 

2. Flanagan’s Critical Incident Technique 
was used to develop a list of critical require- 
ments for the job of psychiatric aide. Critical 
incidents were collected in prepared booklets 
from the professional staff of the hospital, 
supervisory and floor nurses, student nurses, 
and other personnel who routinely come into 
contact with aides in the course of their 
work. 

3. An attempt to use booklets for the col- 
lection of critical incidents from aides was 
unsuccessful. Satisfactory response was ob- 
tained by interviewing the aides individually. 

4. A total of 1,123 incidents was obtained 
from 325 respondents. These were sorted 
and categorized into 7 major areas and 22 
subareas of job requirements. 

5. Suggestions are made as to how these 
findings may be applied in other hospitals. 
Later papers will report on their specific ap- 
plication in this hospital. 
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Consideration of schizophrenia as a re- 
sponse of the total organism leads to specu- 
lation on the role of hormones in facilitation 
and continuation of this response. Conse- 
quently, therapy of schizophrenia has been 
attempted with ACTH and cortisone. Some 
workers have found cortisone(1) and 
ACTH (2, 3) of no value; while others re- 
port that cortisone is of therapeutic import 
(4, 5, 6). However, these reports deal with 
chronically ill patients. It might be expected 
that cortisone would be of value in the 
acutely ill patient, and in the catatonic, in 
whom there is a preponderance of physio- 
logic change. This paper is a case report of 
a patient with acute catatonic excitement, 
treated with cortisone, in whom dramatic 
psychologic changes were observed. 


The patient is a 22-year-old, colored female, the 
fifth of 11 children. She is married to a laborer, 
has 2 children (aged 4 and 5), and lives in rural 
Louisiana. Three weeks before her entry to Charity 
Hospital of New Orleans she was admitted to an- 
other hospital after accidental wounding with a shot- 
gun. She presented with a wound in the right flank 
and a compound fracture of the right forearm. The 
fracture was treated conventionally, and a right ne- 
phrectomy was performed for fragmentation of the 
right kidney. The postoperative course was un- 
eventful until the 12th day, when there was sudden 
onset of acute excitement, bizarre behavior, dis- 
orientation, and disorganized verbal productions. 
Shorty after this she was transferred to the psychi- 
atric unit at Charity Hospital. 

Physical examination upon admission revealed the 
right forearm in a cast, a wound in the right flank, 
sacral decubitus ulcers, and a bilateral partial flaccid 
paralysis of the lower extremities. The patient was 
febrile and dehydrated with a tachycardia and a 
toxic appearance. Laboratory reports revealed a leu- 
cocytosis, albuminuria, and increased BUN. An 
elevated spinal fluid protein returned to normal 
limits within a few days. Other laboratory data 
were normal. Repeated electrocardiograms, chest 
plates, skull films, blood and spinal fluid cultures, 
and agglutinations were negative. Urine cultures 
occasionally showed pathogens and contaminants. 
Treatment consisted of various antibiotics, Levine 
tube-feeding and hydration, and minimal sedation. 


1From the department of psychiatry, L. S. U. 
Medical School, New Orleans, La. 
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Final medical and surgical diagnoses were: healing 
compound fracture of the right ulna, healing sur- 
gical and traumatic wound of the right flank, post- 
operative right nephrectomy, dehydration, sacral 
decubitus ulcers, cystitis, partial bilateral flaccid 
paralysis of the lower extremities following injury 
to the lumbosacral plexus. 

Psychiatric examination evidenced auditory and 
visual hallucinations, with disorientation for time, 
place, and person; and with constant, frenzied, 
random activity. The patient was negativistic and 
would not eat or drink. Dissociated verbal pro- 
ductions were present. 

There was a history of hallucinations at age 8 
during a religious conversion. Following birth of 
the first child, there was probably a brief psychotic 
episode not necessitating hospitalization. Before the 
current acute psychotic illness there were daily 
episodes of fighting, inappropriate behavior, and 
brief dissociated episodes. Medical history was 
otherwise negative. 

Despite intensive medical therapy and routine 
conservative psychiatric management the patient's 
condition worsened in her first week on the psychi- 
atric unit. Mental status was unchanged since ad- 
mission. Despite the absence of positive findings 
suggesting a medical diagnosis, the general be- 
havior, results of psychiatric examinations, and his- 
tory of the patient indicated a schizophrenic reac- 
tion, acute catatonic excitement. 

The deterioration of the patient’s general condi- 
tion suggested that cortisone might be of some 
value. Accordingly she was given 100 mgms. of 
cortisone intramuscularly every 8 hours for 3 doses; 
then 100 mgms. every 12 hours for 2 doses, then 
100 mgms. daily. During this period, there was 
little change physically, though there was some 
slight improvement in the mental state. Through 
an error, the cortisone was given for 3 days as a 
single daily dose of 100 mgms. orally. Improvement 
was manifested for 3-4 hours afterward. During 
these hours there was less anxiety, more communi- 
cation, and better orientation. After this, the pa- 
tient lapsed into a more regressed, toxic-organic- 
like state. The period of more integrated behavior 
coincided with the probable high blood levels of 
cortisone. To partially verify this observation, 
dosage was changed to 25 mgms. orally every 6 
hours, and the preceding effect did not appear. 
Throughout these weeks of hospitalization the pa- 
tient was receiving a great deal of nursing care, in 
addition to being seen daily by her physician and 
many consultants. 

As a result of the observation that behavioral 
change with a higher level of integration coincided 
with high blood levels of cortisone, it was felt that 


457 


CORTISONE IN ACUTE CATATONIC EXCITEMENT 


[ Dec. 


it might be of value to administer very high doses of 
cortisone, and observe carefully the physiologic and 
psychologic state. The patient was given 400 mgms. 
a day for 4 days in 100 mgms. doses orally every 
6 hours. 

The day before the initiation of this therapy, the 
patient was disoriented, hallucinating, and delu- 
sional. She only occasionally communicated with 
her physician, and her verbal productions were 
quite dissociated. Anxiety was near a panic levl. 

The first day after large amounts of cortisone 
were given, the patient was well oriented for time, 
place, and person and was able to discuss her hal- 
lucinations. There was marked clearing of con- 
sciousness. For the first time she mentioned the 
accident and related a confabulatory tale which 
denied that it had been her husband who shot her. 
She pulled out her Levine tube and stated that she 
wished to eat and drink. She was unaware of her 
surroundings and recalled statements and promises 
made to her while she was disoriented. 

On the second day there was a further change in 
her mental state. She spoke of “getting milk and 
honey in the promised land,” saying, “I don’t want 
anything from this earth.” She recalled recent and 
past experiences, many of them from early child- 
hood, and showed considerable affect. Her handling 
of these events with neologisms, denial, chaotic 
feelings, and bare symbolism was schizophrenic. 
The clinical picture was of a severely regressed 
schizophrenic patient. There were no signs sug- 
gestive of a toxic-organic process. Verbal pro- 
ductions though psychotic in content, were inte- 
grated and internally consistent. 

On the third day there was much less anxiety. 
The patient was actively working with her recent 
experiences. Grimacing and posturing became con- 
spicuous, She continued to voice her wishes “to 
die” and “to go to the promised land.” 

On the fourth day, differentiation of the patient's 
adaptation continued. She was better oriented and 
more aware of her surroundings. Grimacing and 
bizarre motor behavior continued. For the first 
time she asked, “Who shot me?” However, under 
pressure of questioning her communication broke 
down. 

These changes were seen in the 4 days of inten- 
sive contisone therapy. There was general improve- 
ment with remission of fever and tachycardia. Pro- 
found psychologic change was noted by ward nurses 
and aides, as well as consultants, who were under- 
standably skeptical of such management. She began 
to take food orally and formed a working relation- 
ship with her physician. Spontaneously she called 
ward personnel “mother” as they cared for her. 
Toxic-organic signs remitted, together with a 
marked decrease in anxiety. The patient recalled 
experiences and elaborated them using schizophrenic 
techniques. 

Cortisone was discontinued at the end of the 
fourth day and ACTH was given intramuscularly 
daily for 4 days in decreasing doses of 40, 30, 20, 
and 10 mgms. Anxiety increased. Interpersonal 
contact was maintained, and slow improvement con- 


tinued. The content, but not the form, of verbal 
communications was similar to those prior to corti- 
sone. For the first time the patient sat up and al- 
lowed her physician to touch and hold her up. The 
fever and cardiac rate increased somewhat during 
this period. 

Rapid working through of traumatic experiences 
was no longer apparent. The previous delusions 
of death of herself or her family reappeared. Hos- 
tility and suspiciousness increased. However, there 
was no return to the past organic-like demented 
level of performance. The finely differentiated 
speech and behavior, and recall and handling of 
memories seen during the period of intensive corti- 
sone therapy were absent. By the end of the second 
week after discontinuation of cortisone, the patient 
probably reached the level of function present before 
the acute psychotic illness. She stated, “I don't 
want to go to the promised land,” because “it’s 
done left me behind and it’s still far away.” There 
were no defects in orientation or attention, but the 
patient was certainly quite schizophrenic. Vital signs 
and laboratory data were normal. 

In the final 3 months of hospitalization, a sche- 
matic ontogenetic sequence unfolded. When she re- 
ceived amounts of cortisone, she began to eat and 
drink and later to feed herself. In the weeks that 
followed she was toilet-trained and finally taught to 
walk again. The stage of relationships with some 
warmth, together with constructive ward activity, 
probably represented a higher level of function than 
before the acute psychotic episode. 

Three levels of integration may be identified in 
this patient’s progress. The first was seen during 
the acute catatonic excitement, when she felt that 
she was dead and literally was dying—a period of 
general disintegration. The next was the period 
during the administration of large amounts of 
cortisone, when the patient was being kept alive— 
more or less against her will. Functioning on per- 
haps the lowest organismal level disappeared and 
the patient voiced her primitive oral wishes for 
“milk and honey” in the “promised land.” She began 
to eat at this time and formed a working relation- 
ship with her physician. The final period consisted 
of extended interpersonal contact and ascending 
levels of social integration. 


No generalization may be drawn from a 
single patient's experience ; but some knowl- 
edge of the effect of cortisone in this re- 
gressed, disorganized patient may be gained 
and verified with comparison of her behavior 
before, during, and after treatment. Perhaps 
this effect of cortisone is séen only in a case 
of severe disorganization of the total organ- 
ism. Cortisone may sometimes be a useful 
adjunct in patients with acute catatonic ex- 
citement in effecting organismal integration 
to a level where psychotherapeutic contact 
may be established and maintained. 


4 = 
$ 
= 
| 
be, 


WILLIAM 5S. WIEDORN, JR. 459 


SUMMARY 


A patient who experienced an acute schizo- 
phrenic episode during an otherwise unevent- 
ful recovery following gun-shot wounds and 
surgery was treated with large amounts of 
cortisone. During cortisone therapy changes 
were encountered in her behavior, symbolic 
productions, and level of integration. In this 
patient the period of administration of large 
amounts of cortisone coincided with reversal 
of the downhill course and with development 
of interpersonal contact with subsequent 
gains in environmental relationships. 
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THE PSYCHODYNAMICS OF THE “DRY DRUNK”? 


J. A. FLAHERTY, M.D., H. T. McGUIRE, M.D., ano ROBERT L. GATSKI, M. D.? 
Detaware Crry, Der. 


As early as October, 1953, in our work 
with patients in the alcoholics rehabilitation 
unit of the Governor Bacon Health Center 
we became increasingly curious about the 
“dry drunk,” a term being used by patients in 
diagnostic staff meetings. We also heard this 
expression frequently used by nondrinking 
alcoholics during discussions of their prob- 
lems in meetings of the Alcoholics Anony- 
mous group in Wilmington, Delaware. When 
questioned as to their meaning of “dry 
drunk,” these nondrinking alcoholics de- 
scribed emotional and physical tensions simi- 
lar to those experienced during excessive, 
compulsive drinking. We realized that com- 
plaints regarding “dry drunks” in themselves 
or in others came only from or about persons 
who were maintaining sobriety over an ex- 
tended period. Patients would reveal consid- 
erable formerly-suppressed material concern- 
ing their difficulties if we could maintain a 
good relationship with them during the pe- 
riod designated as a “dry drunk.” 

After several discussions in staff meetings 
of the alcoholics rehabilitation unit we agreed 
that it might be profitable to investigate the 
dry drunk systematically. We did not set up 
hypotheses to prove or disprove ; we decided 
merely to see what we could find out about 
this state from those who had used the term. 
We felt that we might get information that 
would be helpful in rehabilitating persons 
with similar problems. 

After a series of discussions we devised a 
questionnaire, which asked the respondent to 
indicate sex, age group, length of sobriety, 
occupation, and the date in which he first be- 
came active in Alcoholics Anonymous. Names 
were not asked or desired. A series of 41 
questions elicited information concerning the 
length of time the respondent had been drink- 
ing before maintaining sobriety for the first 


1 Read at the 111th annual meeting of The Amer- 
ican Psychiatric Association, Atlantic City, N. J., 
May 9-13, 1955. 

We wish to acknowledge the assistance with 
the statistics by Hilda A. Davis, Ph. D., Coordina- 
tor of Research, Governor Bacon Health Center. 
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time ; the length of sobriety before the occur- 
rence of the first dry drunk ; the respondent’s 
meaning of the term “dry drunk” ; a descrip- 
tion of his feelings, thoughts, and actions 
during his first dry drunk; the number, ex- 
tent and regularity of such occurrences; 
“home life,” “job life,” or “inner life” as 
precipitants of this state; the intensity of 
the depression characteristic of this condition, 
including whether suicide had been contem- 
plated; methods used to combat the dry 
drunk; thoughts, feelings, and actions after 
such a state; the persons most helpful and 
those least helpful during a dry drunk ; the 
relation of a dry drunk to the respondent’s 
mood swing ; the effect of continued sobriety 
on the respondent’s financial status. The 
questions were in the language of the alco- 
holics, employing such expressions as “a slip” 
for an occasional return to drinking, “blue, 
frustrated, helpless, buoyed up, alive,” to 
describe feelings and thoughts before, dur- 
ing, or after a dry drunk. The questionnaire 
was reviewed and criticized by several inter- 
ested persons including members of the Wii- 
mington A.A. 

The cooperation of Alcoholics Anonymous 
members was solicited by my colleagues and 
me through explanation of the project at 
A.A. meetings in the vicinity. The Wilming- 
ton A.A. branch furnished a list of names 
and addresses of persons who had maintained 
sobriety approximately 1 year or longer. The 
questionnaire, which contains a covering 
statement at the beginning to explain the pur- 
pose of the investigation, was mailed during 
the fourth week of June 1954 to the II! 
persons whose names were on this list. Fol- 
low-up cards were circulated during the third 
week in July. 

Of the 111 questionnaires mailed 52 
(46.8%) were returned. Replies came from 
37 men, 15 women. Although members of 
the Wilmington A.A. had emphasized the 
necessity for anonymity and we had not asked 
for signatures or definite identification, 25 
(or 48%) of the respondents signed their 
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names. This group comprised 17 men and 8 
women. 

The ages of the respondents ranged from 
30 to 60 years and over (average age was 
48.7 years). Approximately 62% of the 
group was between 40 and 54 years of age. 
All but 7 were older than 39 years. 

The length of sobriety of the participants 
in the study was approximately 1 to 12 years 
(average was 5.7 years). The largest number 
remaining sober for any interval was 9 who 
had been sober for 5 years. 

The relationship between the age and the 
number of years the respondents had been 
sober was shown by the chi square test to be 
statistically significant. 

Twenty-four occupations were represented 
in this study. Housewives and engineers of 
various kinds were the vocations represented 
by the largest number of persons. Our group 
also included several clerical workers, ac- 
countants, physicians, administrators, sales- 
men, housepainters, garage men, chemists, a 
lawyer, a public investigator, a priest, a reli- 
gious education director, a teacher, a hospital 
attendant, and some unskilled workers. Only 
one person indicated that he was unemployed. 

The year in which the respondents became 
active in Alcoholics Anonymous ranged from 
1940 to 1954, with 79% joining between 1944 
and 1950. Ninety-two percent had become 
active by 1952. 

There was a range of from 3 to 50 years in 
the length of time the respondents had been 
drinking before maintaining sobriety for the 
first time. No distinction was made between 
the years of social drinking and those of 
problem drinking. More than 50% of the 
group had been drinking from 18 to 26 years 
before beginning to maintain sobriety. 

In this paper the responses of the partici- 
pants must be briefly summarized and some 
of the questions will be omitted altogether. 

The question regarding the length of time 
the participants were sober before they ex- 
perienced the first dry drunk was answered 
by all but one person. Fifteen reported never 
having a dry drunk. The length of the sober 
period prior to the first dry drunk varied 
from 1 month to 6 years, with 1 person 
answering indefinitely “years.” The period 
mentioned by the largest number was 6 


months. Several replied, “Only a few 
months.” 

While we were in the process of analyzing 
the replies to the questionnaire, 3 articles by 
Wellmann(1, 2, 3) pertinent to our study 
were published. As we have studied our 
findings, we have been interested to compare 
them with Wellman’s, whose expression “late 
withdrawal symptoms” is what our patients 
and the A.A. members have called the dry 
drunk. 

The first dry drunk in nearly half of our 
respondents occurred after a longer period 
than Wellman recorded. He states(2) : 
These withdrawal effects do not occur immediately 


but later, commencing within a few days or as late 
as two months after withdrawal of alcohol. 


In 9 of our participants, onset of the dry 
drunks occurred from 12 to 72 months after 
cessation of drinking. 

In response to the question “What do you 
mean when you say ‘dry drunk’?” the most 
frequently recurring idea was indecision re- 
garding taking a drink or the obsessive desire 
to drink. A number of persons mentioned the 
dry drunk as a period characterized by de- 
pression (some persons writing “extreme de- 
pression”) and as similar to a hangover after 
excessive drinking. Other definitions, stated 
in the words of the alcoholics, were “mental 
or emotional confusion, negative thinking, 
self-pity, craving for emotional lift” ; periods 
in which the nondrinking alcoholic is frus- 
trated, nervous, irritable, impatient, tired, 
physically unwell, discouraged, unhappy, un- 
reasonable, Three persons expressed the be- 
lief that the dry drunk is no different from 
the negative mood swings that are experi- 
enced by nonalcoholics. 

Our respondents described their feelings 
during their first dry drunk with such expres- 
sions as “very tired, unable to concentrate”, 
“urge to drink”, “deeply depressed, resentful, 
full of self-pity, completely self-centered, 
and oblivious to everything except my own 
miserable feelings,” a “what’s-the-use feel- 
ing,” “nervous, irritable, restless, impatient,” 
“just felt completely wrong with the rest of 
the world—blamed others:” The most fre 
quently expressd feeling was nervousness. 
There was also a wide variety of other terms 
which were elaborations of the feelings of 
depression and nervousness. Wellman found 
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fatigue the key symptom of his patients dur- 
ing the second 6 months of abstinence(3). 
Although it is not possible for us to evaluate 
our findings in the light of those of Dr. Well- 
man since a number of our respondents re- 
ported dry drunks occurring much later than 
6 months, it seems that depression manifested 
in various forms (that is, an emotional re- 
action) rather than physical fatigue is the 
most general symptom of our group. 

The thoughts of our respondents during 
their first dry drunk were described in terms 
similar to those used for their feelings during 
this period. Depression and despondency, re- 
sentment and frustration because of inability 
to drink were frequently mentioned. 

Concerning their actions during the first 
dry drunk the response most reiterated was 
avoidance of other people. Some felt that 
they showed no outward deviation from their 
normal behavior, although one added as an 
afterthought, “I do tend to avoid the people 
I should see (employer, wife, etc).” Several 
reported becoming very active, to quote “used 
a lot of nervous energy,” frenzied job ac- 
tivity,” “agitated physical activity with 
irascible behavior.” 

The number of dry drunks respondents 
had experienced since they began to maintain 
sobriety was varied and ranged from one to 
“many” (including 3 answers of “at least 
20”). Thirteen replied “many” and one 
person did not know how many such experi- 
ences he had had. A statistically significant 
difference was demonstrated between the oc- 
currence of one dry drunk and many (includ- 
ing the percentage experiencing twenty). 

More than half of our respondents re- 
ported that their dry drunks occur irregularly, 
only 3 stating “regularly.” One of these 
later indicated that the dry drunks occurred 
regularly for the first couple of years but 
irregularly now. There is a statistically sig- 
nificant difference between the percentage of 
persons reporting irregular occurrence of 
dry drunks and those reporting regular dry 
drunks, indicating that the rhythm of the dry 
drunks is not due to chance. The finding from 
our participants in this regard in general 
agrees with that of Wellman(2). 

Nearly 76% of those responding to the 
question whether dry drunks have “occurred 
as regularly as before; less than before; or 


more than before extended sobriety,” indi- 
cated less than before. One man replied, 
“More,” and one woman stated, “Just the 
same; this is discouraging.” One woman 
had experienced only one dry drunk. This 
finding is in line with Wellman’s on this 
point (2). 

The duration of the dry drunk ranged 
from 1 hour to 2-4 months, the responses 
for this question being quite scattered. The 
most frequent reply was “varies.” 

In answer to the question, “What precipi- 
tates your dry drunk—your home life, job 
life, or inner life,” 6 persons indicated that 
all 3 factors were involved in producing their 
dry drunks. One person held physical health 
as the sole cause of his dry drunks while an- 
other stated that physical health plus the 3 
factors caused his dry drunks. 

Some of the respondents stated that after 
a dry drunk they felt a sense of relief ; others 
used the term “normal.” A few reported a 
feeling of fatigue which they described as 
emotional and physical. The description of 
the thoughts after a dry drunk paralleled to 
a great extent the description of feelings. 
Several experienced a renewed realization 
of their need to be on guard against the com- 
pulsion to drink and others thought they now 
had a better understanding of the A.A. 
program. 

The intensity of the depression during a 
dry drunk is attested to by the replies of 19 
persons that they had entertained suicidal 
thoughts, 12 having actually planned suicide. 
One man attempted suicide by drinking 
poison. The principal expressed deterrent to 
suicide was lack of courage, “lack of guts” 
as 3 persons vividly stated. Several gave their 
contact with A.A. and the resulting change 
in their thinking as the reason they did not 
go through with their plans. Quick action on 
the part of two physicians saved the life of 
the man who attempted suicide. Only 1 per- 
son, a woman, mentioned thoughts of the 
effect on her family as the deterrent to her 
plans to commit suicide. 

Our study showed that only 7 persons used 
drugs routinely, 2 men using medication pre- 
scribed by physicians for asthma. Five 
women who used drugs routinely mentioned 
medication “to help me sleep”; “a capsule 
regularly for an irritable colon and seconol 
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for severe menstrual cramps” ; a stimulant to 
keep me going” (prescribed by a doctor) ; 
“Amphetamine and phenobarbital in tablet 
form for diet” ; “daily thyroid” ; no one re- 
ported using drugs to combat the feelings of 
a dry drunk or to produce the feelings of this 
state. 

The majority of our respondents replied 
“No” to the question whether a dry drunk al- 
ways precedes a “slip” or resumption of 
drinking. Of the 10 persons who answered 
“Yes” to this question, only one replied from 
personal experience. Three others based their 
answers on the stories of others. 

Regarding the number of times respond- 
ents had suffered slips or relapses only 5 
persons reported having slipped. The replies 
were respectively “once, twice, seven, nine, 
many times.’’ One person reported slipping 
about 3 times a year during his first 3 years 
of trying to maintain sobriety. 

Asked whether anyone could help an alco- 
holic shortly before or during a dry drunk, 
31 persons replied affirmatively and 7 nega- 
tively. Although the question did not ask 
who could give this help, 12 persons men- 
tioned A.A. members; others suggested 
“good friends who understand ; a physician ; 
priest ; psychiatrist ; God.” One of those who 
answered the question negatively expressed 
the idea that one should be allowed to drink 
until he has suffered enough to see the futility 
of it. Another, after suggesting ways in 
which he thought others could help, added, 
“Mostly, though, you must do it for your- 
self.” 

The means suggested to combat a dry 
drunk include attendance at A.A. meetings, 
contacting A.A. members, activity to change 
one’s thoughts, praying, seeking help from a 
physician or psychiatrist, resigning one’s self 
to his inability to drink. 

In answer to the question concerning the 
persons most helpful during a dry drunk the 
largest number of responses indicated A.A. 
members. Others mentioned were friends, 
spouse, priest, psychiatrist, doctor, self, 
“those who laugh at me,” “people who don’t 


know you very well.” Those least helpful in- 
cluded wife, friends not in A.A., or former 
drinking companions, any person “who had 
been a contributing factor” to the dry drunk; 
family ; employer or work supervisor ; anyone 
who feels sorry for the alcoholics. 
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The question regarding the possibility of 
preventing dry drunks was answered affirma- 
tively by a majority of the persons respond- 
ing. Likewise, the larger number of persons 
expressed the opinion that there is a relation- 
ship between an alcoholic’s dry drunks and 
his mood swings. The same number of per- 
sons (22) thought that dry drunks are not 
experienced exclusively by individuals main- 
taining sobriety. 

Forty-two persons or 81% had improved 
financially since they began to maintain 
sobriety. The financial condition of 4 had 
remained the same and that of 3 had become 
worse. A few, including housewives, did not 
answer the question. 

Suggestions that the participants in our 
study would give for helping a beginner 
avoid or better handle himself during a dry 
drunk include attendance at A.A. meetings 
and close contact with A.A. members (men- 
tioned most frequently), praying, being 
aware of the danger of slipping, “the value 
of creative thoughts,” the danger of moody, 
introspective thoughts 

In summing up their experience with dry 
drunks, a number of our respondents re- 
iterated the help received from the A.A. pro- 
gram and from the members of A.A. Several 
admitted to a recognition of emotional im- 
maturity involved in their drinking problem, 
The necessity for teamwork in the home, for 
understanding on the part of the spouse, for 
acceptance of a more realistic standard of 
living was pointed out. The advisability of 
changing jobs to obtain more satisfying and 
more agreeable work should be considered 
seriously. A number of the respondents ex- 
pressed their interest in the study and their 
conviction that it is possible to face one’s 
problems and solve them without resorting 
to alcoholism. Several persons wrote that 
they had been helped by filling out the 
questionnaire. 


CONCLUSIONS 


Our study of the responses of the 52 re- 
spondents to the questionnaire on the dry 
drunk leads us to the following conclusions : 

1. The dry drunk is experienced by the 
majority of alcoholics who have maintained 
sobriety over a long period. 

2. The occupation of an alcoholic has no 
statistical significance in maintaining sobriety. 
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3. A number of alcoholics will drink from 
10 to 20 years before they begin to maintain 
sobriety. 

4. Dry drunks generally occur within the 
first year of sobriety (occasionally during the 
early months). 

5. This symptom occurs irregularly and 
with diminishing intensity as the period of 
sobriety lengthens. 

6. The dry drunk is characterized by a 
feeling of deep depression and frustration 
and by indecision regarding taking a drink. 

7. “Inner life” is largely responsible for 
precipitating a dry drunk. 

8. The dry drunk often is preceded by the 
same feelings. 

g. The principal feelings after a dry drunk 
are relief and thankfulness at not drinking 
during this period of craving. 

10, Drugs are not used to combat the 
moods and feelings of a dry drunk nor to 
produce similar feelings. 

11. Alcoholics are irritable, restless, and 
impatient during a dry drunk. 

12. After a dry drunk one’s thoughts, 
feelings, and behavior return to normal. 

13. A.A. members are the persons most 
helpful during a dry drunk while spouses, 


other members of the family, and former 
drinking companions are the least helpful. 

14. Dry drunks may be prevented by con- 
tacts with A.A. and efforts to keep the mind 
off the drinking problem. 

15. Dry drunks are generally related to 
one’s mood swings 

16. The financial status generally improves 
when sobriety is maintained over an extended 
period. 

17. The dry crunks described by our re- 
spondents have a number of the same charac- 
teristics as the “late withdrawal symptoms” 
described by Wellman. 

We feel that this study has been useful 
in clarifying our thinking on the dry drunk, 
in indicating sources of help for persons who 
are experiencing or may suffer dry drunks, 
and in pointing out areas for further study. 
Weare impressed with the thoughtful, pains- 
taking way in which the questionnaires were 
answered and with the willingness of the re- 
spondents to elaborate in detail on their 
experiences. 
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PRELIMINARY CLINICAL REPORT 


CHLORPROMAZINE IN THE TREATMENT OF MENTAL ILLNESS. II: 


Thirteen hundred patients were treated 
with chlorpromazine hydrochloride from 
September 1954 to June 1955 as part of a 
large-scale chemotherapeutic program. 

During that time, 18 (1.3%) patients de- 
veloped jaundice—8 within 1 month, 9 within 
2 months, and 1 in 3 months. This disap- 
peared within 7 days after the drug was 
withdrawn. However, in 3 patients the jaun- 
dice was still present 6 weeks after onset. 
Complete medical and roentgenographic ex- 
aminations demonstrated gall bladder disease 
in 2 patients. Cholelithiasis was found at 
laparotomy in one of these patients. In the 
other, the jaundice cleared spontaneously 
after 12 weeks. Exploration of the third pa- 
tient showed a normal gall bladder with en- 
larged liver. A biopsy of the latter revealed 
normal parenchyma with many bile plugs. 
Some patients received chlorpromazine in- 
advertently for several days after the onset 
of jaundice without ill effects. 

Eighty-five (6.5%) patients developed 
Parkinson symptoms—39 during the fourth 
to sixth months of treatment. Twenty-nine 
patients were receiving 300 mg. daily; 34 
were taking 600 mg. daily, and the others be- 
tween 150 mg. and goo mg. daily. Diethazine, 
trihexphenidyl hydrochloride, and prometha- 
zine hydrochloride were used as anti-Parkin- 
son agents during the concomitant admini- 
stration of chlorpromazine. Diethazine and 
promethazine were about equal in their ability 
to reduce or abolish these symptoms within 
2 to 4 weeks. When diethazine was added to 
the therapeutic regime, the tremor was often 
aggravated, but disappeared by the sixth to 
eighth day of treatment. Trihexphenidyl 
hydrochloride did not act until 2 to 5 weeks 
had elapsed. 


1From the Manhattan State Hospital, Ward’s 
Island, New York City. 

2 We are grateful to Mr. William E. Kirsch, Re- 
search Associate, Smith, Kline and French Labora- 
tories, Philadelphia, for generous supplies of chlor- 
promazine (Thorazine, SKF); to Mr. Robert De- 
ville, Rhodia, Inc., New York, and Mr. William 
Jeffrey, Poulenc-Canada, for diethazine (Diparcol). 


SIDE EFFECTS AND RELAPSE RATES 


HERMAN C. B. DENBER, M.D.; ano ETTA G. BIRD,? M.D. 
New York Crry 


Skin rash developed in 54 (4.1%) pa- 
tients. It was seen most frequently (35 pa- 
tients) in the first to second months of treat- 
ment at the 300-mg. dose level. Hydrocortone 
abolished this symptom within 1 to 5 days 
in all except 2 patients. The rash reappeared 
in some cases 8 days after withdrawal of 
hydrocortone. 

Other side effects noted were convulsive 
seizures, abdominal cramps, edema of the 
face and ankles, hypotension, tachycardia, 
leukopenia (2 patients), fever, constipation, 
epistaxis, and diarrhea. 

Chlorpromazine was discontinued in 232 
patients who had been under treatment for 
various periods up to 9 months, Of the 89 pa- 
tients who relapsed upon the discontinuance 
of the drug, 53 (60% ) had been under treat- 
ment from 5 to 7 months. Sixty-six relapsed 
within 1 month, 18 in 2 months, and 5 between 
2 and 6 months. Nine patients received 150 
mg.; 38 received 300 mg.; 2 received 450 
mg.; 38 received 600 mg., and 2 patients 
were receiving 900 mg. of chlorpromazine 
daily at the time the drug was discon- 
tinued. Relapse was related to severity of 
the illness, but not to duration of hospitaliza- 
tion nor clinical diagnosis. When chlorpro- 
mazine was reinstituted in these patients, 
larger doses and longer time were often 
necessary to reestablish control of the illness. 


CoM MENT 


When jaundice does not clear promptly 
after the drug is discontinued, antecedent 
biliary or hepatic disease should be suspected. 
Parkinson symptoms become more frequent 
with time and higher doses. Anti-Parkinson 
agents are effective during the concomitant 
administration of chlorpromazine, although 
if discontinued these symptoms frequently 
reappear. Hydrocortone cleared some chlor- 
promazine-induced rashes within 24 hours. 
The data on relapse and subsequent obser- 
vations indicate that chronic patients must 
be treated longer than 7 months. 
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CLINICAL NOTES 


STRANGULATION OF A DIAPHRAGMATIC HERNIA AS A 
COMPLICATION OF ELECTRIC SHOCK THERAPY 


BERCHMANS RIOUX, M.D. anc ALEXANDER GRALNICK, M.D. 
Port Cuester, N. Y. 


The post-electric shock complication to be 
described is unmentioned in the popular text- 
books(1, 2, 3) on the subject of electric 
shock, and it appears uncommon enough to 
warrant mention. 


The patient, a 72-year-old woman, was referred 
to the hospital because of a serious depression ac- 
companied by agitation, loss of appetite, insomnia, 
and marked loss of interest in life. There were no 
findings of organicity. Electroshock therapy was 
recommended and instituted. 

An x-ray diagnosis of diaphragmatic hernia had 
been made some months previous to her admission. 
At High Point Hospital physical examination and 
laboratory procedures were negative. The hospital’s 
internist ! reported her to be especially well pre- 
served for her age. 

The patient received no premedication and cooper- 
ated fully for her treatment. She was subjected to 
a grand mal convulsion by the passage of 130 volts 
for 0.5 seconds, with glissando. After the seizure 
there followed an unusually long period of apnea. 
When respirations were resumed they were weak 
and laborious, as if a deep breath could not be 
drawn, 

Her reaction was unusual enough to produce 
alarm and an air-way was therefore introduced on 
the assumption that the pronounced apnea and 
cyanosis were due to a collapse of the tongue. 
While the air-way was inserted it was noted that 
the patient's jaw was very flaccid. Some slight 
improvement in respiration followed, but was 
short-lived. 

The patient became more cyanotic, began perspir- 
ing, and most alarming of all, she remained inert. 
Her only muscular activity was a gasping attempt 
at breathing. Artificial respiration and 2 c.c. of 
coramine injected subcutaneously were of no help. 
Her condition became worse and her color turned 


1 Nathaniel J. Schwartz, M.D., F. A.C. P., Di- 
rector of Medicine, United Hospital, Port Chester, 


quite pale. A vein was finally found, permitting the 
injection of 7 ¢.c. of coramine. Shortly thereafter 
she began to breathe regularly, and soon became 
conscious. Her pulse was regular at 84 per minute 
and beat at this rate in the subsequent hours. 

On awakening she complained of marked pain in 
the upper epigastrium, became nauseated, and actu- 
ally vomited. The pain disappeared within the first 
2 hours, but the unusually pronounced nausea per- 
sisted all day, despite appropriate medication. 

Within 30 minutes after the treatment, our in- 
ternist examined the patient. He had been unaware 
of the history of diaphragmatic hernia but suggested 
that “a diaphragmatic hernia could possibly have 
become strangulated in the course of the shock 
therapy in order to produce all of her symptomatol- 
ogy.” He permitted the patient out of bed after 
recovery from its initial ill-effects. 

In the light of the history and x-ray find- 
ings (see plate), the nature of the initial res- 
piratory distress, unrelieved by the ordinary 
procedures usually successful, would suggest 
a diaphragmatic herniation as the cause. Pre- 
sumably the contraction of the abdominal 
walls was strong enough to push a portion 
of the stomach through the hernia. Tonic 
contraction of the diaphragm may very well 
have followed. Only the intravenous injec- 
tion of a respiratory stimulant seemed to re- 
establish normal diaphragmatic action. 
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CONCERNING THEORIES OF INDOLES IN SCHIZOPHRENIGENESIS * 


WM. J. TURNER, M.D.; SIDNEY MERLIS, M.D.; anno ANN CARL, B.S. 
Centrar Isup, N. Y. 


Recently considerable interest has been 
aroused in several theories which would at- 


1 From the Research Division, Central Islip State 
Hospital, Central Islip, N.Y. 
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tribute to a biochemical disturbance a signi- 
ficant role in the development and mainte- 
nance of schizophrenic reactions. Prominent 
among these is what might be called the in- 
dole theory, of which one statement is that 
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proposed by Hoffer, Osmond, and Smythies 
(1) of the existence of an “M” (mescaline- 
like) substance either containing an indole 
nucleus or from which an indole nucleus 
could be derived. In addition to the 6 sub- 
stances referred to by these authors, namely 
mescaline, lysergic acid diethylamide (LSD- 
25), harmine, ibogaine, hashish, and adreno- 
chrome, a seventh indole, bufotenine, has re- 
ceived attention. The implication is that these 
substances are capable of producing a hal- 
lucinatory state without disorientation and of 
a schizophrenic rather than a delirious char- 
acter. 

Concerning mescaline and LSD so much of 
the literature in readily available that we 
need make no comment, except to remark 
that in Europe more than in the United 
States these compounds are looked upon as 
delirients. 

Hashish does not belong among the indoles 
at all, for the active principles are nonalka- 
loidal cannabinols. 

The situation with harmine is extremely 
complicated. A careful review of the liter- 
ature of the past 100 years reveals no record 
of pure harmine or its related alkaloids pro- 
ducing visual or auditory hallucinations. The 
few statements to the contrary all seem to be 
on hearsay evidence and, in any event, do not 
exclude delirium. Gunn(2) studied harmine 
and a number of its derivatives over a period 
of 25 years. He stated in a recent letter that 
he has never observed any psychic effects 
from these compounds. Others(3) noted 
as the only psychic effect a sense of well- 
being. Attribution of hallucinogenic proper- 
ties to harmine is evidently due to the fact 
that it is found in various species of Bant- 
steria and Haemadictyon in South America. 
Decoctions of these plants produce hallucina- 
tions of a delirious nature in the presence of 
severe intoxication(4). Lewin(5) was able 
to obtain response of crude Banisteria in his 
laboratory but could not obtain it with pure 
harmine. His famous work with mescal 
( Anhalonium lewinii) makes his observations 
particularly valuable. 

Concerning ibogaine, the natives of French 
West Africa do not ascribe to it any hallu- 
cinogenic property. “When questioned they 
insist that it has an action identical with that 


of alcohol without impairing the reason’’(6). 
The only reference to hallucinogenic proper- 
ties is in a paper by Lambert and Heckel(7) 
in which they assume hallucinations in a dog 
from its behavior. 

As to adrenochrome, not only has the sup- 
posed action been denied by Rinkel(8) but 
a later paper by the Saskatchewan group 
tacitly negates the original assertion(9). 

Finally, concerning bufotenine, we learn 
that in Haiti a snuff, cohoba, has been used as 
an intoxicant. Bufotenine constitutes 1% of 
the weight of the seed(10). Dr. Jacques 
Fourcand investigated the use of cohoba by 
the Haitian natives for us in June 1955 and 
reported that, following insufflation, a period 
of rigidity and staring is followed by convul- 
sions. In the postconvulsive excitement and 
subsequent stupor there are visual and audi- 
tory hallucinations, evidently therefore in a 
delirious state. 

On the basis, therefore, of what we have 
been able to ascertain, the concept that 
schizophrenia is related to a disturbance of 
indole metabolism does not receive support 
from the actions of hashish, harmine, ibo- 
gaine, adrenochrome, or of bufotenine. 
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COMMENTS 


COMMUNITY MENTAL HEALTH BOARD FUNCTIONING IN 
NEW YORK CITY 


The New York City Community Mental 
Health Board, established only a few months 
ago, has the purpose of improving and ex- 
panding the mental health facilities of the 
city. It is charged with functioning in four 
fields: outpatient clinics, inpatient services 
in general hospitals, psychiatric rehabilitation 
services and consultation and education to 
professional health and welfare personnel and 
to parent groups. By means of financial 
grants with a potential of 16 million dollars, 
and through coordination of and consultation 
with community agencies and institutions, 
the Board is in a position to make a strong 
impact on mental health facilities through a 
broad public health approach, especially since 
it is empowered to work with both public and 
voluntary agencies. 

Integrating a new department of govern- 
ment into an establishment as large and com- 
plex as New York City is a huge task, re- 
gardless of its function. When its function 
is the improvement and expansion of mental 
health services, the administrative detail is 
even more complex. 

Contract procedures with voluntary medi- 
cal agencies require long and difficult confer- 
ences in which auditors have to be satisfied 
that there is something in the contract that 
will allow measurement and counting, while 
the agency needs to be defended from losing 
its freedom of action in a straight-jacket 
agreement. There is no doubt that such con- 
ferences have educational significance to 
many in the government whose contact with 
mental health work has been very slight and 
that this has real value ; that it should prove 
onerous at times to those who feel the pres- 
sure of need is obvious, too, There is satis- 
faction in seeing the growth of genuine in- 
terest and willingness to help in many 
quarters of the government. 

Contracts with voluntary agencies amount- 
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ing to more than $400,000, half of it “new 
money” for expansion and improvement of 
services, were completed before July 1, 1955, 
and more are in the making. Some expansion 
of municipally controlled services, both in- 
and outpatient, has been made and further 
expansion is being planned. Expansion to 
date amounts to almost ten percent. It is 
hoped that by the end of the fiscal year 
1955-50, twenty percent expansion of these 
functions, which involve more than 9} mil- 
lion dollars, will have been accomplished. 
Complexities in this area are not small, for 
psychiatric services in courts, hospitals, 
schools, institutions for narcotic addicts, in 
correctional institutions, in detention homes 
for juvenile delinquents, must all be ac- 
counted for. 

The long-term goals envisioned by the 
Board and by the Act itself are constantly in 
danger of being lost sight of in the wealth 
of detail of making the Act work at all. But 
such pressing problems as identifying un- 
served areas and planning coordinated serv- 
ives with representatives of those areas, 
decisions as to whether established agencies 
can break traditional patterns to fill newly 
apparent needs, decisions as to wheiher cen- 
tral direction of geographically peripheral 
agencies is wisest or whether new organiza- 
tions representing local communities should 
be encouraged, how to establish a balance 
between consultation and educational serv- 
ices, on the one hand, and clinical and 
rehabilitation services on the other—these are 
long-range problems that cannot be solved 
immediately and finally, but must not be 
lost sight of in the press of daily work. 

V. LemKau, M.D., 

Director of Mental Health 
Services, 

New York City Community 
Mental Health Board. 
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THE USE OF TV FOR THE DISSEMINATION OF PSYCHIATRIC AND 
MENTAL HEALTH INFORMATION 


The striking use of the television medium 
in the videclinic raises the question of the 
future directions of this technique. Tele- 
vision, while being a thing of much light, 
education, and scientific purity, has also its 
dark aspects. What attitude should psychiatry 
adopt toward this medium, a medium for the 
dissemination of psychiatric and mental 
health information? First, psychiatrists are 
going to find themselves increasingly called 
upon to pass judgment upon television pro- 
grams in general and upon certain programs 
in particular, Caution and temperate judg- 
ment are called for. The “intelligent attitude” 
would be a scientific one. When we are 
asked, “Do you, as a psychiatrist, think 
children should be exposed to program X ?” 
We should reply, “In terms of this, or that, 
or the other theory, and in terms of my own 
clinical experience [ think “yes” (or “no” as 
the case may be). However, to answer your 
question adequately would require a deii- 
cately controlled experiment involving thou- 
sands of cases and extending over a period 
of years.” The problem is that we have too 
much theory and not enough fact. Television 
is with us, and not likely to leave us, and we 
had better find out what sort of influence 
it has on our lives, both public and private. 
There is a great need for an extensive sci- 
entific investigation of the suggestive, educa- 
tive, learning, psyche-and-soma determining 
influence of television. 

If we assume that television has a deter- 
mining influence on public and private atti- 
tudes, and if we assume that this influence 
can be considered “good,” what then of the 
use of this medium for the dissemination of 
psychiatric and mental health information ? 
Certainly the recent videclinic was of in- 
estimable value in bringing to medical doctors 
of all branches a lucid, graphic, and dramatic 
presentation of up-to-date theory and infor- 
mation in the various special areas of psy- 
chiatry. The program was inspiring and 
promised hope for the future in a combined 
“total push” by all branches and areas of 


medicine upon this frequently baffling and 
always distressing problem of mental disease. 
I would be heartily in favor of an ever-in- 
creasing number of such presentations but 
only to specialized audiences. Psychiatry 
and mental health can oversell themselves to 
the public. Too much interest in mental 
health (which implies, of course, cognizance 
of mental ill-health) can be as evil as too 
little. We do not expect the person with a 
cut finger to go running to a doctor, we ex- 
pect him to make some intelligent attempt 
to help himself, but “over-indoctrination” of 
the general public with frightening (although 
correct) statistics of the “one-out-of-every- 
ten-will-end-up-in-a-mental-hospital” variety 
can increase the incidence of mental illness 
as well as decrease it. “Seek psychiatric aid” 
is an excellent nostrum in many cases but 
often it parallels running to the doctor with a 
cut finger. We can make the public too aware 
of their mental quirks and problems, and in- 
discriminate use of the television medium 
may send droves of people into the hands of 
already overworked psychiatrists, people who 
up till then had been as adequately adjusted 
to their life situations as they would ever be 
but who had decided “after that last psycho 
program” that they had problems which 
necessitated treatment. 

It seems to me more is to be said for edu- 
cating the public in this way than is to be said 
against it. 

By presenting psychiatry and mental health 
as one of the problems of our times, which 
it is, it seems to me we profit. By presenting 
the problems as real and human, and dealt 
with by real and human doctors, we counter- 
act the ridiculous impression that psychiatry 
is a world apart. To refuse to take advantage 
of this remarkable educational tool because 
it can be dangerous is cowardice. If we feel 
there are many programs which are harmful, 
or at least not helpful, our best hope seems 
to be an earnest effort to present something 
better. 

F. G, E. 
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NEWS AND NOTES 


Joint COMMISSION ON MENTAL ILLNESS 
AND Hea.tn, INc.—This commission, com- 
prising representatives of national organiza- 
tions with primary interests in mental health, 
was set up in September 1955. Its purpose 
is to give effect to the Mental Health Study 
Act of 1955 (Public Law 182). The act 
authorizes the Surgeon General of the U. S. 
Public Health Service to make grants to 
non-governmental organizations for a 3- 
year, nation-wide survey of the human and 
economic problems of mental illness. 

At the first annual meeting of the com- 
mission in Washington, D. C., October 8, 
1955, Dr. Kenneth E. Appel, professor of 
psychiatry, University of Pennsylvania, was 
clected president. Dr. M. Brewster Smith, 
New York City, representing the Social 
Science Research Council, was elected vice- 
president, and Mr. Charles Schlaifer, New 
York City, representing the National As- 
sociation for Mental Health, secretary- 
treasurer. 

The Arerican Psychiatric Association and 
the American Medical Association each have 
5 representatives on the commission. The 
APA representatives, besides Dr. Appel, 
are: Drs, Walter E. Barton and Jack R. 
Ewalt, both of Boston, Massachusetts ; Fran- 
cis J. Braceland, Hartford, Connecticut ; and 
Harvey J. Tompkins, New York City. The 
AMA representatives, besides Dr. Leo H. 
Bartemeier, who is chairman of the Council 
on Mental Health of the AMA and also of 
the commission’s board of trustees, are: 
Drs. Walter Baer, Peoria, Illinois; Hugh 
Carmichael, Chicago, Illinois; M. Ralph 
Kaufman, New York City; and Lauren H, 
Smith, Philadelphia, Pennsylvania. 


CHIROPRACTIC TO THE Rescugr.—An ad- 


vertisement in a recent issue of a rural 
newspaper in the northern part of Cali- 
fornia, setting forth “Chiropractic’s Con- 
tribution to a National Health Problem,” 
informs the public of the part chiropractic 
is playing in meeting the need for greatly 
expanded mental health services. The ad- 
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vertisement states: “It is logical to ask 
how doctors of chiropractic correct mental 
and nervous disorders. The answer is that 
chiropractic approaches these problems on 
the independent assumption—now an estab- 
lished fact—that much emotional illness often 
stems from nerve irritations created by dis- 
tortions of the spinal column, which can be 
more effectively corrected through the phys- 
ical, mechanical and neurological approach. 
. . » Case history surveys, conducted by in- 
dependent organizations, have shown that 
chiropractic treatment has achieved emi- 
nently successful results in the correction of 
these nervous and mental disorders. .. . 
Early treatment under chiropractic care re- 
duces the need for institutional confinement 
and the resultant lightening of the load on 
these already over-taxed institutions.” 

The names, addresses and telephone num- 
bers of 9 chiropractors in the area are at- 
tached to the advertisement. 


NationAL Music THerapy Conrer- 
ENCE.—Dr. Jules H. Masserman, professor 
of neurology and psychiatry at Northwestern 
University Medical School and Richard A. 
Waterman, associate professor of anthro- 
pology at Northwestern participated in a 
2-day conference held in Detroit last Oc- 
tober by the National Music Therapy Asso- 
ciation. 

Dr. Masserman, who is first vice-president 
of the association, chaired a panel on the 
sociological and psychological implications 
of music therapy. Professor Waterman gave 
a talk on “Form and Meaning of Australian 
Aboriginal Music” based on recordings of 
native music which he made during the 8 
months he spent in Arnhemland studying 
the music of the aborigines. 


GerontoLocicaL Society ANNUAL 
MeetTING.—The 1955 meeting of the Geron- 
tological Society was held in Baltimore, 
Maryland, October 27-29, and was attended 
by more than 500 physicians, physiologists, 
biologists, chemists, sociologists, psycholo- 
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gists, social workers, and nurses. Over 80 
technical papers were presented, all dealing 
with some aspect of old age. 

The 3-day session concluded with an an- 
nual banquet at the Hotel Sheraton Belve- 
dere. Guest speakers were Governor Theo- 
dore R. McKeldin of Maryland, Mayor 
Thomas D’Alesandro of Baltimore, Miss 
Ollie A. Randall, president of the society, 
and Judge Thomas J. S. Waxter, Director 
of the Maryland State Department of Public 
Welfare. 


Smitn, Kuine & French FouNDATION 
FeELLOWSHIPS.—Through the generous sup- 
port of the Smith, Kline & French Founda- 
tion of Philadelphia, a number of fellowships 
will be offered to selected staff psychiatrists 
in public mental hospitals and training 
schools. A committee composed of Fellows 
of The American Psychiatric Association 
will administer the program, which is in- 
tended to stimulate research activity in these 
institutions. 

The fellowships will vary in duration ac- 
cording to circumstance, but in general they 
will run from 4 to 8 months. Staff psychia- 
trists wishing to apply may obtain informa- 
tion and application forms by addressing 
Smith, Kline & French Foundation Fellow- 
ship Committee, American Psychiatric Asso- 
ciation, 1785 Massachusetts Avenue, N. W., 
Washington 6, D. C. 


State Hosprra, Researcu 
Srupies.—The seminar series for 1955-56 
at the Ypsilanti State Hospital, Ypsilanti, 
Michigan, extends from September 1955 to 
March 1956 and includes 4 bi-monthly lec- 
tures. The seminar leaders are Drs. Franz 
Kallmann, John Rosen, George S. Steven- 
son, and Margaret Mead, 


ResearcH At LetcHwortH VILLAGE.— 
The Research Department of Letchworth 
Village, Thiells, New York, one of the 
oldest centers for the study of mental defi- 
ciency, has been recently expanded. The New 
York State Department of Mental Hygiene 
has granted additional funds, and a section 


on biochemistry has been added, in charge of © 


Fred B, Goldstein, Ph. D., who will study 


abnormal metabolisms in certain types of 
mental deficiency. 


GraNTs FoR MENTAL HeavtH TRAINING 
IN CaNnapa.—During the past 7 years train- 
ing of professional personnel in the mental 
health field in Canada has been greatly facili- 
tated by federal grants supplementing pro- 
vincial resources, 

Special attention has been given to short 
courses of 3 months or longer. From 1948 
to 1955 nearly 1,300 bursaries were awarded, 
the majority of which were for short courses. 
In addition, more than 200 psychiatrists, 100 
psychologists, 200 social workers, and 200 
nurses received training aid. Approximately 
2} million dollars were allotted to the bur- 
sary program. 


Ricuarp H. Hurcuincs Memoriar 
Lecture.—Dr. Theodore Rasmussen, pro- 
fessor of neurology and neurosurgery at 
McGill University, gave the seventh annual 
Richard H, Hutchings Memorial Lecture at 
State University College of Medicine, Oc- 
tober 3, 1955. 

Dr. Rasmussen’s topic was “Surgical 
Therapy of Focal Cerebral Seizures and 
Some Contributions to Cerebral Localiza- 
tion.” 

The Hutchings lectures were organized in 
1938 to perpetuate the memory of Dr. 
Hutchings, who taught at the college for 
more than a quarter of a century. 


NATIONAL ASSOCIATION FOR MENTAL 
CoNFERENCE.—Proceedings of the 
NAMH Conference, held at County Hall, 
London, England, last March, have been 
published in booklet form, entitled “Preven- 
tive Aspects of Mental Health Work.” 
Speeches given at the Conference are here 
recorded in full, as well as discussions per- 
taining to such topics as: “Opportunities for 
Preventive Work in the Health and [duca- 
tion Services,” ‘Practical Problems in the 
Local Authority Services,” “New Schemes 
in Practice,” and “Promoting Mental Health 
in a Local Community.” Copies of the book- 
let may be obtained from Publications Dept., 
39 Queen Anne Street, London, W. 1. 
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18tH WINTER SeMINAR IN Non-Aris- 
TOTELIAN MetrHopo_ocy AND GeNerAL Se- 
MANTICS.—-The annual Winter Seminar at 
Lime Rock, Lakeville, Connecticut, Decem- 
ber 27, 1955-January 2, 1956, offers a period 
of intensive instruction in non-Aristotelian 
orientations and the theory and practice of 
general semantics. Enrollment is limited to 
20, and group living in quiet country sur- 
roundings provides favorable conditions for 
developing competence in the discipline. 

The first intensive seminar in general 
semantics was given by Alfred Korzybski 
at the Institute in 1938, and over the years 
concentrated periods of instruction proved 
to be the most effective in the preparation 
for teaching general semantics or for apply- 
ing the methods in any profession or area 
of human relations. 

The seminar consists of some 38 hours of 
scheduled lectures and instruction with 
round-the-clock learning in informal ways. 
The lectures and demonstrations give a 
close-knit exposition of Korzybski’s formu- 
lations and extensional methods as they are 
embodied in his Manhood of Humanity, Sci- 
ence and Sanity, and other writings, were 
elaborated and extended by him in some 60 
seminars, and have been developed by the 
lecturer and other workers in the discipline 
and allied fields. 

Tuition is $110. This includes $25 regis- 
tration fee which must be sent with enroll- 
ment application. By special arrangement 
with Lime Rock Lodge, inclusive charge for 
room and board for the seminar is $52 and 
up. Further information may be obtained 
from The Institute of General Semantics, 
Lakeville, Connecticut. 


Leca Prostems ELEecrrosHock 
Tuerapy.—aA letter has been received from 
Dr. Isadore Rodis and Dr. Robert H. Groh 
of Washington, D. C. regarding desirable 
precautions in administering electroshock 
treatment. They have drawn up an informa- 
tion sheet which is furnished to the patient 
or a responsible member of the family be- 
fore treatment is given. A copy is kept by 
the family. 

This information sheet, which is in addi- 
tion to the regular consent form authorizing 
treatment, contains the points which the 
family should understand, and which is cal- 


culated to forestall later complaints or pos- 
sible litigation. 

Physicians interested will be able to ob- 
tain copies by writing to Dr. Isadore Rodis, 
2430 Pennsylvania Avenue, Washington 7, 


D.C, 


INTERNATIONAL JOURNAL ON ALCOHOL 
& ALcono.isM.—This new journal which 
is intended to appear 3 times a year, in April, 
August, and December, is the official organ 
of the International Institute of Research on 
Problems of Alcohol, with headquarters in 
Geneva. The Journal is edited by Professor 
E. M. Jellinek and Dr. H. Pullar-Strecker, 
with an editorial board of 12 members repre- 
senting as many countries. 

The first issue of the Journal (April 
1955) includes a statistical report on alco- 
holism in Canada by R. E. Popham, M. A., 
a review of alcoholism in Austria by Hans 
Rotter, M. D., and a report on the treatment 
of chronic alcoholism by electroshock by 
W. Liddell Milligan, M. D. 

The official languages of the Journal are 
English, French, German, Italian and Span- 
ish, 

The Journal is put out by Blackwell Sci- 
entific Publications, Oxford, and it is also 
supplied by the Ryerson Press, Toronto. 
Annual subscription price is 2 dollars and 
50 cents. 


New INTERNATIONAL JOURNAL OF So- 
CIAL Psycuiatry.—The first issue of this 
new publication, dated Summer 1955, has 
been received. It is to be issued quarterly 
and is edited by Dr. J. Bierer of London 
and Dr. T. A. C. Rennie of New York with 
the assistance of Drs. D. W. Liddell and 
D. J. West of London. 

The first issue contains a useful definition 
of social psychiatry by Dr. Rennie, a discus- 
sion by Dr. Michael Fordham on Jung’s con- 
tribution to social psychiatry, a paper by Dr. 
Bierer on the validity of psychiatric diag- 
nostics, one by Carl Rogers on personality 
change in psychotherapy, and other contri- 
butions. 

The Journal is published by the Avenue 
Publishing Company, 9 Fellows Road, Lon- 
don, N. W. 3, England, at 5 dollars per 
annum. 
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Citizens’ Awarp To Dr. RICHARD 
Grarr.—The superintendent of Monteno 
State Hospital—lIllinois’ largest—Dr. Rich- 
ard J. Graff, received a citizens’ award in the 
form of an engraved silver plaque on Oc- 
tober 22, 1955. This award commemorated 
25 years dedicated to the care of the men- 
tally ill in Illinois. 

The occasion was the third annual Volun- 
teer Award ceremonies at Monteno State 
Hospital when 147 members of the Volun- 
teer Services Program and representatives 
of 52 volunteer groups were cited for meri- 
torious service to patients during the past 
year. 


SaLMon Lecrures 1955.—‘Psychiatric 
Education and Progress” was the subject of 
the 1955 Thomas William Salmon lectures. 
Dr. John C. Whitehorn, Director of the de- 
partment of psychiatry and professor of psy- 
chiatry at Johns Hopkins University, de- 
livered the lectures Wednesday afternoon 
and evening, November 30, at Hosack Hall 
of the New York Academy of Medicine in 
New York City. It is expected that the lec- 
tures will be published later. 


CENTRALIZED ArtercareE New York 
Area.—Commissioner Paul Hoch has an- 
nounced the opening of the third of 4 cen- 
tralized clinics designed to provide aftercare 
for mental patients from the New York City 
area. The new clinic is located at 150-11 
Hillside Avenue, Jamaica, Long Island. 
The clinics are operated under the depart- 
ment’s reorganized aftercare clinic program 
which provides psychiatric and social serv- 
ices to patients on convalescent care from 
state mental institutions residing in the met- 
ropolitan area, The other clinics are located 
at 105 Schermerhorn St., Brooklyn, and 
1910 Arthur Ave., Bronx. An existing clinic 
in Manhattan is to be expanded and con- 
verted to the new system at a later date. 
The new aftercare program in the metro- 
politan area will prevent duplication of serv- 
ices and make more effective use of the 
psychiatric social services. The clinics re- 
place those formerly conducted by individual 
state institutions. All patients released from 
the mental hospitals are placed on convales- 


cent care for periodic follow-up until they 
are ready for final discharge. 

Dr. Donald M. Carmichael is director of 
the department’s aftercare program. 


Tue Nationat Institute oF MENTAL 
Heattu.—v. S. Public Health Service has 
announced December 15, 1955, as the closing 
date for the year beginning July 1, 1956, for 
filing applications for grants under the Na- 
tional Mental Health Act in support of 
training programs in psychiatry, clinical 
psychology, psychiatric social work, and psy- 
chiatric nursing. Applications may also be 
made by university training centers for the 
support of career teacher programs for the 
preparation of teaching personnel in the 
mental health disciplines. 

The deadline date for filing applications 
for the support of pilot and evaluation 
studies proposing new method of teaching, 
or evaluation of teaching and training meth- 
ods in the mental health disciplines, is Janu- 
ary 15, 1956. 

Information and application forms may 
be obtained from the Chief, Training and 
Standards Branch, National Institute of 
Mental Health, Bethesda 14, Maryland. 


Renarp Hosprra, New Unirt.—Formal 
dedication ceremonies of Renard Hospital, 
psychiatric unit of Washington University- 
Barnes Medical Center in St. Louis, were 
held October 10 and 11, 1955, in conjunction 
with a scientific program dealing with the 
theory, etiology, and treatment of the psy- 
choses. 

Renard Hospital is a 7-story, 98 bed addi- 
tion to the Barnes Medical Center which was 
begun in 1952. It will provide space for 
clinical practice quarters and research fa- 
cilities for further studies in the field of 
mental illness. Funds for the construction of 
the hospital were contributed by the late 
Mr. and Mrs. Wallace Renard of St. Louis, 
and from the Missouri Department of 
Health and Welfare. 


NEUROPSYCHIATRIC SOCIETY OF VIRGINIA. 
—Dr. R. W. Garnett, Jr., was elected presi- 
dent of the society at the June 22, 1955, 
meeting held in Radford, Virginia. New 
vice-president is Dr. George S. Fultz, Jr., 
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and Dr. Thomas F. Coates, Jr., secretary- 
treasurer, Drs. W. D. Buxton and Howard 
R. Myers were elected to the Executive 
Committee. 


NaTiIoNAL AcApeMy or Sciences Re- 
SEARCH GRANTS.—Applications are being 
accepted by the medical division of the Na- 
tional Academy of Sciences for grants-in- 
aid of research in 3 specialized fields: alco- 
holism, sex, and drug addiction. Further de- 
tails and application blanks may be obtained 
by writing to the Division of Medical Sci- 
ences, National Academy of Sciences—Na- 
tional Research Council, 2101 Constitution 
Avenue, N. W., Washington 25, D. C. 


Socia, Psycuiatry, N. Y. State De- 
PARTMENT OF Menta Hyctene.—Else 
Kris, M. D., of the department of sociology, 
Adelphi College, in Garden City, has been 
appointed research scientist in social psy- 
chiatry by the New York State Department 
of Mental Hygiene. 

Commissioner Paul Hoch states that this 
is the first post of its kind to be established 


in the United States. Dr. Kris, who holds 
the degree of M. A. in sociology, is one of 
the few medical doctors who have pioneered 
in combining the fields of psychiatry and so- 
ciology. She has been on the staff of the 
Pilgrim State Hospital for the last 13 years. 


Death or Dr. Sizcrrien BLock.—The 
neurologist and psychiatrist Siegfried Block 
died at Montefiore Hospital, N. Y., October 
18, 1955, at the age of 73. Well known as a 
criminal and civil trial psychiatric expert, 
Dr. Block was born in Berne, Switzerland, 
and came to the United States in 1905. He 
received his M.D. from the Long Island 
Medical College and later served as chief of 
the neuropsychiatric department in that col- 
lege. A former consultant for the New York 
City Board of Education, the Court of Spe- 
cial Sessions, and the Army, Dr. Block was 
an early advocate of children’s courts and 
one of the originators of these tribunals un- 
der Mayor John F. Hylan. 

Dr. Block is survived by a brother, Max, 
and a sister, Mrs. Louis B. McLoughlin of 
Brooklyn. 


“WHAT'S PAST IS PROLOGUE” 


On the pedestal under a female figure in front of the National Archives Building [in 
Washington] you will find the phrase, “What's past is prologue,” from The Tempest. 
We shall misinterpret Shakespeare if we infer that the prologue is no further part of the 
play. We did not construct the National Archives building for the dead past to bury its 
dead, but for the living past to teach us in the present how to be wiser, saner, humbler 
men. . . . But to find out what we presently are and where we are going, we must know 
what we have been and what others have done. . . . The past is prologue, or can be made 
so if we are wise, to a maturer national life, a stabler world, and, unless we wish to be 
frightened by a ventriloquist masquerading as perpetual present tense, to something 
better than either existence or co-existence—and that is a world in which security be- 
comes a function of the spirit of man, not of the spirit of anxiety. 

Howarp Mumrorp jones 

Harvard University 

Address at the annual meeting of the 
American Council of Learned Societies, 1955 
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TREATMENT OF MentAL Disorper. By Leo Alexan- 
der, M.D. Saunders, 1953. (Philadelphia and 
London: Price: $10.00.) 


Since this book was published, two years ago, it 
has enjoyed wide circulation and now gives promise 
of having a still wider audience, as a Spanish trans- 
lation is in press, a French translation under way, 
and a German translation is contemplated. The 
reason is that this book is absolutely unique in the 
presentation of its material and its point of view. 
The author is a man of the most broad experience 
as a psychiatrist, practitioner, and investigator. His 
background is international: born and trained in 
Vienna, he took postgraduate work in Frankfurt 
on Main (where he was associated with Karl 
Kleist) then he went to Peking as a member of 
the faculty of the Rockefeller-supported Peking 
Union Medical College. Since 1934 he has worked 
and taught in Boston specializing in the treatment 
of diseases of the nervous system and research into 
the causes and manifestations of nervous and men- 
tal diseases. During World War II he served in 
the Army of the United States for 4 years, in the 
Medical Corps, in the ETO, For one year he 
served as special consultant to the Secretary of 
War, assisting General Telford Taylor prepare for 
trial and prosecute the Nazi criminal doctors, a 
separate story in itself which has been documented 
in the famous book Doctors of Infamy. All this 
experience has been assimilated, and digested in 
this present volume’s 21 meaty chapters. The book 
is packed with information and inspiration because 
Dr. Alexander as a psychiatrist is enthusiastic as 
well as ubjective. His observations are based on 
broad clinical principles and his conclusions support 
them. 

This is a practical, clinical book. It is designed 
to emphasize the flexible and the interrelated use of 
the entire spectrum of proven therapeutic methods, 
ranging from dynamic psychotherapy through the 
pharmacological and the shock therapies, to psycho- 
surgery. It is aimed at counteracting psychiatric 
isolationism, and the unfortunate splitting into op- 
posing factions in psychiatric therapy whereby 
many ingenious therapists limit themselves to one 
therapeutic approach, neglecting others which, al- 
though empirically useful, may vary in a “doc- 
trinaire” way from their theoretical leanings. Dr. 
Alexander emphasizes the need to apply fully all 
current discoveries. He also stresses the necessity 
of searching for new ones. He believes that many 
psychiatric patients now in hospital could be helped 
toward recovery if only all established therapeutic 
discoveries were consistently applied. 

His basic thesis is that mental diseases are psy- 
chosomatic illness of the brain. He believes, there- 
fore, that they must be treated by a combination 
and/or a succession of physical and psychological 
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measures. Physical treatment, promptly adminis- 
tered, is recommended for the relief of the overt 
psychotic manifestations of mental illness—that 
secondary disruption of the personality which may 
be due to an actual disturbance of brain function- 
ing on the physiological level (as indicated, for in- 
stance, by the epinephrine-mecholyn test—Funken- 
stein Test—which this book has introduced into the 
routine diagnostic armamentarium of the practicing 
psychiatrist). Psychotherapy, on the other hand 
is recommended for the relief of the primary 
anxiety arising from stress-provoking situations 
and personality trends, such as perfectionistic as- 
pirations, demands, and unrealistic self-images, and 
from the resulting conflict-laden issues that pre- 
cipitated the psychotic reaction, but which generally 
cannot be dealt with while the psychotic process is 
still active. 

His basic thesis of the psychosomatic nature of 
mental illness is strongly supported by the new and 
very exciting research findings accumulating with 
increasing rapidity in the 2 years since publication 
of this book. This fact bears testimony to the for- 
ward-looking quality of scientific perceptiveness 
and clinical insight, with which this book is filled. 
It might even be said that Dr. Alexander has in 
this respect a distinctive priority in that he foresaw 
and boldly indicated a trend that is now assuming 
significance in that it is enabling psychiatry to em- 
bark upon new territory of demonstrable knowledge 
and efficacy. 

Dr. Alexander is not dogmatic. He is eclectic 
and empirical in a constructive way. He is aware 
that while we do not know the precise way in 
which the presently available physical treatments 
(some of which might better be called cerebral or 
cerebrotropic treatments), and for which he gives 
precise, clear, and helpful directions, interfere with 


the pathophysiological processes that may be active , 


in mental illness, he believes that we are neverthe- 
less justified in assuming that convulsive electro- 
shock, for instance, may modify the synaptic ar- 
rangements of the brain in the direction of lessened 
excitability; while nonconvulsive electric stimula- 
tion probably brings about facilitation and further 
“recruitment” (as described originally by Professor 
Alexander Forbes). Insulin has a profound in- 
fluence upon a variety of enzyme systems, while it 
and other drugs relieve epinephrine-precipitable 
anxiety. 

He reminds us that we must, however, remain 
aware of the fact that at almost all times, except 
perhaps at the extremes of minimal or maximal de- 
grees of involvement, there are continuous recipro- 
cal relationships among all levels of physical and 
psychological functioning of the nervous system. 
Psychological states affect the physical state of the 
nervous system probably through the medium of 
excitation and inhibition, Conversely, alterations in 
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the physical state of the central nervous system 
bring about marked changes in the psychological 
state, changes which in treatment make new areas 
of thought and emotion accessible and pose new in- 
dications for further psychotherapeutic action. An 
excellent chapter describes plainly this integrated 
treatment, 

This book will be helpful to psychiatrists of all 
degrees of expertness, ranging from the student in 
training to the experienced clinician and inde- 
pendent investigator, as well as to the general physi- 
cian who must treat many emotional and mental ill- 
nesses himself and who assumes responsibility for 
the effective referral of others, and to the psychi- 
atric nurse, whose role is dealt with in a special 
chapter. This book has Oslerian qualities and will 
be read and referred to for a long time. 

Merritt Moore, M.D. 
Boston, Mass. 


An INtRopucTION TO PuysicaL Metrnons or 
TREATMENT IN Psycuiatry: Third Edition. By 
William Sargant, M.A., M.B. (Cantab), 
F.R.C.P. and Eliot Slater, M.A., M.D. 
(Cantab), F.R.C.P, (Edinburgh and London: 
E. &. S. Livingston Ltd., 1954. Price: $3.90.) 


“It is now ten years since this book was first 
published. What was then a mere trickle of litera- 
ture on the subject has now become a torrent.” In 
these words the authors indicate the vigorous trend 
in recent years toward physical and physiological 
means of treatment of psychiatric disorders. This 
does not mean that psychotherapy is neglected, al- 
though somewhat demoted from the exalted posi- 
tion sometimes assigned to it. It may be said that 
the book presents a wholesome balance between 
physiological and psychological therapies in the in- 
terests of a comprehensive treatment program. The 
merit of the book is that it is based essentially upon 
the authors’ own experience; and their guiding 
principle is to keep psychiatry firmly bedded in the 
field of general medicine. 

“A rational therapy is directed to the halting of 
the disease process (if it exists), to the elimination 
of the specific pathogenic factors (if they are 
known and accessible), to the fortifying of the 
bodily and mental constitution, and to the educa- 
tion of the patient in the way to deal with such 
unavoidable stresses and symptoms as will have 
to be met with in the future.” The only intolerance 
the authors express is the intolerance of “rigidly 
dogmatic schools.” They also deal ungently with 
extreme views such as Rosen’s claim of nearly 
100% recoveries of schizophrenics treated by his 
analytic methods. “These results have not been 
confirmed by any independent worker. . . . It can- 
not be too forcibly emphasized that, until it is con- 
firmed that psychoanalysis can produce in early 
cases results comparable with those produced by in- 
sulin, such a suggestion [analysis without use of 
insulin] is open to the strongest criticism.” 

The whole range of physical therapies, their in- 
dications, limitations, and application, their com- 
bination with psychotherapy, is covered in this 


convenient manual. Beginning with the insulin 
treatment of schizophrenia (55 pp.) the authors 
deal in successive chapters with convulsion therapy, 
chemical sedation and stimulation, continuous sleep 
treatment, the use of drugs in psychotherapy, diet, 
vitamins and endocrines, prefrontal leucotomy, 
treatment of general paralysis and of alcoholic ad- 
diction. A chapter on the treatment of the epi- 
lepsies by Dennis Hill is also included. 

It is a satisfaction to read this book. It is writ- 
ten in clear and concise English without meta- 
physical polysyllabic diction. The various pro- 
cedures described are assessed critically and their 
relative usefulness estimated. It is a good guide for 
the clinical psychiatrist. It shows that physio- 
logical methods are developing at an unprecedented 
rate and in a measure at the expense of psycho- 
therapy, although the importance of the latter is 
also clearly indicated. The purpose is to organize 
treatment in a systematic way, fitting in each pro- 
cedure where it can do the most good, keeping in 
mind what in each case treatment may be able to 
do and what it cannot do. 

The usefulness of Sargant and Slater’s handbook 
is indicated by the fact that it has also been issued 
in Swedish, Spanish, German, and French editions. 
It is provided with an extensive bibliography and 
a full index. 

C. B. F. 


Cuniqur et THerareuTioue pe L’EN- 
cycLorepic Edited by 
Henri Ey. (Paris: Sponsored by L’ Evolution 
Psychiatrique, 1955.) 


This work is not monumental ; it is mountainous. 
It consists of 3 huge loose-leaf volumes, quarto 
format, weighing together 28 pounds and contain- 
ing 1,800 pages. It forms a segment of a general 
encyclopaedia of medicine and surgery comprising 
27 sections (number of volumes in each of the other 
26 sections not indicated). 

This section, including contributions by a great 
number of authors has been put together under the 
distinguished direction of Henri Ey who has also 
contributed a number of articles. 

Volume I contains an extended introduction by 
Dr. Ey presenting the history and evolution of 
psychiatric concepts, followed by chapters on brain 
pathology, symptomatology, diagnostic methods, 
psychotic types and other general topics by numer- 
ous authors. 

Volume II takes up the neuroses, psychosomatic 
medicine, and conditions due to various affections 
and organic changes in the brain. There is also a 
chapter on endogenic and exogenic factors in psy- 
chiatry. 

Volume III has chapters on socio-psychiatric and 
psychiatric treatment. Every form of treatment is 
dealt with in great detail, The two major 
divisions are psychotherapy and physiotherapy, the 
latter being given about twice as much space as the 
former. 

Although the text is in French the content rep- 
resents work being done throughout the world. 
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A supplement titled Work Psychiatry is included. 
Herein are statements of doctrinal trends by rep- 
resentatives of 13 leading countries. 

The general plan of this magnificent work is well 
summed up in an editorial comment: “Herewith is 
presented for the first time a psychiatric ‘encyclo- 
paedia’ in the French language—but drawing its 
information from the literature of the world— 
where the physician will find clear and precise 
clinical and therapeutic expositions, while the 
specialist will find detailed reviews of the most re- 
cent work based on the most comprehensive bibli- 
ography.” 

The purpose is to issue supplementary or renewal 
pages from time to time to keep the encyclopedia up 
to date. 

Two many-volumed handbooks (Aschaffeuburg’s 
and Bumke’s) appeared in Germany early in the 
century, but this de luxe set is surely the event of 
the mid-century. The binding is cream-colored, 
gorgeously stamped in gold. The 2-column pages 
measured 11 x 124 inches. By rough estimate the 
total text would fill at least 13 conventional 400- 
page octavos. The reviewer did not find stated the 
price of this work, and is afraid to hazard a guess. 


C. B. F. 


Denia or Ittness. By Edwin A. Weinstein, M. D. 
and Robert L. Kahn, Ph.D. (Springfield: 
Charles C. Thomas, 1955. Price: $4.75.) 


This bock is of interest to every one who is 
studying and practicing medicine. It treats of an 
important but generally ignored public health prob- 
lem, namely, the common tendency to arrogate to 
oneself a level of personal health which does not 
actually obtain. As Seneca observed, a first step 
in healing begins with the awareness of the exis- 
tence of illness. 

Doctors Weinstein and Kahn call attention to 
the unexpectedly high incidence of the denial of ill- 
ness, specifically as it finds expression in ignoring 
manifest signs and symptoms of organic dysfunc- 
tion. The authors use the term anosognosia “to de- 
note both explicit denial and unawareness” of dis- 
ordered health, the patient living out “a hedonic 
system of belief where what gives relief or satis- 
faction in ‘true’ and what causes unhappiness is 
false.” 

The implications in this report are of the greatest 
health significance, signaling the need for investi- 
gation of the full meaning of health. This area of 
research promises a rich yield of findings essential 
for the comprehensive view of human individuality. 
As Thoreau observed, “I know of no more en- 
couraging fact than the unquestionable ability of a 
man to elevate his life by a conscious endeavor.” 

The most forceful kind of health attitude de- 
velops in family living. There the conscious self 
of the individual has its first chance to develop. A 
parent who denies the existence of illness in his 
child provides a variation of anosognosia of serious 
consequence. The child quickly comes to the con- 
clusion that his parent is unable to tolerate illness. 


The child’s subsequent displacement of guilt (i.e. 


the feeling of “something wrong”) about being ill 
to guilt about being “found out” ill is a show of 
shifting mental power which needs to be seen most 
clearly so that responsibility for dysfunction may be 
most beneficially fixed. 

Although for the most part the authors have used 
data provided by the natural occurrence of illness, 
they have also included a chapter on the experi- 
mental production of anosognosia. At the end of 
the text are two “tables” presenting in condensed 
form pertinent data—clinical, neurological, patho- 
logical, and behavioral—in cases with (1) explicit 
and (2) implicit denial of illness. There is also a 
helpful list of references and a practical index. 

In brief, this little book packs a great wallop. 
One finishes reading it with a feeling of apprecia- 
tion, and at the same time a wish for further de- 
velopment of its theme. The reviewer hopes that 
Dr. Weinstein and Dr. Kahn are regarding this 
report as the first one, to be followed by further 
publications similarly turning to healthy account 
the human capacity to make unconscious the un- 
bearable vicissitudes of living. The authors have 
apparently recognized the constructive, life-affirm- 
ing, meaning in illness, as representing an indica- 
tion that the patient’s recovery of his health re- 
quires a change in his way of living. Each author 
has observed an alarming frequency with which 
the signs and symptoms of illness are disregarded, 
hence not feared, so that the beneficia! meanings of 
illness can not be incorporated into the wisdom of 
living. 

Joun M. Dorsey, M.D., 
Wayne University College of Medicine 


Tue TrHerareutic Community. By Marwell 
Jones, M.D., and Associates. (New York: 
1953. Price: $3.50.) Basic Books. 


On the dust jacket one reads, “In a world which 
has no prospect of enough psychiatrists to give in- 
dividual treatment to the maladjusted, it is en- 
couraging to reckon that the methods reported in 
‘The Therapeutic Community’ promise to permit 
a psychiatrist to serve about twenty times as many 
persons as he could carry through psychoanalysis.” 
After this fanfare with its familiar ring, the 
hardened reader then settles down with the ex- 
pectation that this will be just one more book on 
group therapy. But one quickly finds out that it is 
nothing of the sort, but a fresh and independent 
therapeutic venture. Although group therapy is an 
important part ot the program, one could perhaps 
best describe the neurosis center which was ¢s- 
tablished at Belmont Hospital as a therapeutic cul- 
ture, an entire culture organized around the single 
purpose of fostering healthy personalities. In a 
word, psychotherapeutic advantage is taken of the 
fact that man is a social animal. At least one mem- 
ber of the staff was a sociologist and one finds 
throughout the book an analysis of and sensitivity 
to group dynamics. Many will feel that this is a 
welcome relief from the pernicious anthropology of 
some “dynamically oriented” teaching centers where 
man is envisioned as a sort of isolated grub, locked 
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up in his wax cell, enmeshed in a tissue of in- 
cestuous, or pre- or post-incestuous child-parent- 
sibling relationships. 

Such sociological leavening as one finds at Bel- 
mont calls for much attention to social structure 
within the therapeutic unit and to the opening up 
of free communication between patient, nurse, and 
psychiatrist. It was fortunate for Dr. Jones’ unit 
that it had the support of certain departments of 
the British Government who were interested in 
rehabilitating that modern descendent of the 
“sturdy beggar” of Elizabethan times, the hard 
core of the chronically unemployable. All members 
of the hospital population were well known clinic 
mongers and diagnostically comprised “inadequate 
and aggressive psychopaths, schizoid personalities, 
early schizophrenics and the chronic forms of 
psychoneurosis” (p. 26). 

The first half of the book deals with the staff 
and organization of the unit, and embraces such 
matters as daily routines, realistic workshops (the 
rug and basket making so dear to O.T. depart- 
ments was quickly discarded), special testing, so- 
cial work, staff conferences, and discussion groups. 
In judging any therapy, it is important to ascer- 
tain the writer’s concept of neurosis. In this work, 
neurotic illness is understood as relating to “emo- 
tional difficulties, conscious or unconscious, which 
result in an inability on the part of the individual 
to meet the needs of the environment, or to make 
adjustments sufficient to maintain an adequate 


functionary efficiency” (p. 54). Many will disagree. 
But possibly this is the sort of definition one would 


expect where the goal is to do things, where the 
therapeutic emphasis is extravert and not directed 
inward, in short, where there is no question of wis- 
dom, that is, the establishment of a meaningful and 
satisfying relationship to life and to one’s fellow 
man. 

The final observations of one of Dr. Jones’ col- 
leagues is worth quoting. “In conclusion it seemed 
to me personally . . . that there was in most areas 
[London] a real paucity of group life; mainly due, 
I felt, to the fact that in many cases there was 
no real geographical cohesion and no focal point 
on which the inhabitants could center their emo- 
tions. . . . Problems which arise within a group or 
small community are nowadays solved outside the 
group. The juvenile delinquent, who is a product of 
a certain group... is helped by the Probation 
Officer, who in all cases stands outside the group 
unit... . With the lessening of individual re- 
sponsibility of one member in a group to another, 
plus the increased responsibility of the State in the 
functioning of the normal family, there has been a 
decline in the individual awareness of the role re- 
quired of each group member and their relation- 
ships to one another, This has led to disintegration 
of the group and thereby the support given by the 
group to the individual has disappeared” (p. 106). 

The second half of the book deals with psycho- 
dynamic concepts and explores what happens to pa- 


tients, for good or worse, in such a therapeutic 
community. Large sections of verbatim reports of 
group sessions will be found especially valuable. 
The final chapters contain an impressive statistical 
analysis of the excellent results obtained. 
Hiram K. Jounson, M.D., 
Orangeburg, N.Y. 


Basic Prostems Psycniatry. Edited by Joseph 
Wortis, M. D. (New York: Grune & Stratton, 
1953. Price: $5.00.) 


This 186-page volume contains a series of lec- 
tures given at the opening of a division of pediatric 
psychiatry in the Jewish Hospital of Brooklyn 
under the same general title as that of the book 
itself. The participants were Benjamin Pasa- 
manick, M. D., W. Horsley Gantt, M. D., Herbert 
C. Birch, Ph. D., Cynthia P. Deutsch, Ph. D., Paul 
H. Hoch, M.D., Irving Bieber, M.D., and Dr. 
Wortis himself, who gives an introduction and a 
summation of the various topics covered by the 
lecturers. “It seemed timely,” writes Dr. Wortis, 
“to introduce to the hospital staff and community 
physicians, some of the current thinking of psy- 
chologists and psychiatrists on basic problems in 
the broad area of psychiatry, and to do it in a way 
which would provoke thoughtful and fruitful dis- 
cussion.” 

Dr. Pasamanick opens the series with a clear pic- 
ture of the broad scope which psychiatry envisages 
and our present restricted field of thinking with re- 
gard to mental illness. “Psychiatry,” he states, 
“will have enough to do for many decades in the 
scientific establishment of precise limits to it's po- 
tentialities for therapy and for prevention, an era 
upon which it is only barely entered.” Dr. Gantt 
discusses the physiological basis of psychiatry, de- 
scribing modification of Pavlovian methodology as 
aids in differentiating and evaluating the psychiatric 
patient, particularly with regard to psychogenic and 
organic illness. Drs. Birch and Deutsch present 
some of the psychological aspects and areas in 
which there has been and will continue to be strong 
controversy. Dr. Paul Hoch does a nice chapter 
on “Schools of Psychiatry,” emphasizing how dif- 
ficult it is to clearly evaluate results of current 
theories of psychodynamics and of different forms 
of psychotherapies, and of how important will be 
the efforts directed toward further research in both 
areas, Dr. Bieber closes the series with a résumé 
of psychosomatic illness. Dr. Wortis’ summary and 
comments are particularly well done. 

The book, a condensed though comprehensive 
survey of current psychiatric thinking, is a useful 
addition to anyone’s library. It should, as Dr. 
Wortis suggests, “stir up some useful discussion 
amongst those whose efforts lie in the fields of 
sociology, psychology and particularly psychiatry.” 
It will also be good reading for the interested gen- 
eral practitioner. 

C. H. McCvate, M.D., 
Kingston, Ontaria 
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PuysioLocicaL FouNDATIONS OF NEUROLOGY AND 
Psycuutry. By E. Gellhorn. (Minneapolis: 
University of Minnesota Press, 1953.) 


In an age when many of us prefer to forget that 
physiological factors play a part in human thought 
and behavior, it is most refreshing to come across 
this book. Attractively printed and bound, it con- 
tains 486 pages and includes reference to 1,263 
published works. About 100 of these refer to the 
author’s research conducted over a period of at 
least 34 years. Like many excellent books this one 
wears well like a gradually ripening friendship. 
At first contact there may be some difficulty but 
with time one finds increasing reason for con- 
tinuing the relationship. I have had this book well 
over a year and have read it several times. Each 
reading proves as interesting as the first, and 
I find new information most useful in the practice 
of research psychiatry. 

The author carefully constructs a physiological 
foundation for neurology and psychiatry. The 
stones, bricks, and mortar are the neurophysiological 
data that have slowly accumulated over the years. 
The foundation may be somewhat insecure since 
many vital bricks have not yet been found and it 
lacks many of the psychological bricks already 
made. In spite of these defects it will weather 
many storms. The psychological bricks are not 


built in by design, not because they are insubstantial 
and built of straw, but because a neurophysiologist 
might not build them adequately into the foundation. 
Just as Freud refused to incorporate physiological 


and biochemical theory into his psychological one, 
because in his day they were weak, so might a 
physiologist of today refuse to build psychological 
theory into a physiological structure. 

The organization of the book follows the con- 
cept that there is unity in nature (Fremonth-Smith, 
Josiah Macy Jr. Foundation Meeting, May 25-27, 
1955). It is assumed that knowledge of the neuro- 
physiology of the simpler elements of the central 
nervous system will increase our understanding of 
the whole structure. In the first section Dr. Gell- 
horn describes the energy relationships of neurones 
and how they respond to stimuli. Factors dis- 
cussed include oxygenation, glucose, various ions 
and hormones. In the second section the motoric as- 
pects of neurophysiology are considered. Move- 
ments are analyzed, beginning with the simple nor- 
mal movements continuing with the simple abnor- 
mal, and finally treating the complicated abnormal. 
The role of chemical convulsants is described in- 
cluding acetyl choline and its destructive enzyme 
esterase, anoxia, hypoglycemia, and some experi- 
mentai convulsants. This type of survey is funda- 
mental to research into convulsions. If nature is 
unitary it is logical to search for that defect in 
cellular function or organization which induces con- 
vulsions. One may look for a series of apparently 
unrelated phenomena which have a final common 
pathway in the convulsion or one may look for a 
group of similar substances that play into the same 
pathway. The latter method perhaps is more re- 
fined and may yield valuable information more 


readily. At the moment there does not appear to 
be a convulsant chemical nucleus. 

In part 3 the author introduces the reader to the 
neurophysiological aspects of consciousness. This 
is not as complete as the recent publication Brain 
Mechanisms and Consciousness (J. F. Delafresnaye, 
Springfield; C. C. Thomas, 1954) but is an excel- 
lent introduction. The relationship of consciousness 
to electroencephalographic change is well described. 
It is shown that both vary with the level of 
oxygenation of cerebral blood. However, on page 
225 the author refers to Lovett Doust’s work as 
proving that physiological variations in the state of 
oxygenation seem to be related to the state of 
consciousness. This is easy to believe, but is not 
proven by the work referred to. Lovett Doust re- 
ported that there was a relationship between states 
of consciousness and peripheral reduction time, but 
the evidence that this reduction time is due to de- 
creased levels of oxygen in the blood is very 
tenuous, 

The neuro-endocrinological aspects of the au- 
tonomic nervous system are described in the next 
section and it is shown how useful is the eye as an 
indicator of autonomic activity. The author em- 
phasizes that the sympathetic and parasympathetic 
branches of the autonomic nervous system are not 
antagonistic but are synergistic. This will perhaps 
dispel the notion that there is a constant struggle 
between the two arms of the system, one competing 
against the other. Each branch contains its regula- 
tor. Thus the secretion of sympathin decreases the 
reactivity of the sympathetic nervous system and 
thus decreases the production of sympathin. ‘There 
is a useful re-emphasis of the role of the autonomic 
nervous system centrally. 

The modern concept of homeostasis, how it is 
achieved and maintained, is discussed in part 5. 
The effect of conditioning upon homeostatic function 
is well described. The last part contains the sum- 
mation of the structure or foundation. Here Dr. 
Gellhorn attempts to find a rationale for the therapies 
that have been most successful in psychiatry. The 
physiological structure may help us to understand 
the pathophysiology of mental disease, especially of 
the schizophrenias. Perhaps physiological indica- 
tions for treatment may be available to us. The 
Funkenstein mecholy] test is carefully reviewed and 
reinterpreted from the point of view of central au- 
tonomic activity. After the injection of mecholy! 
there is a rapid drop in blood pressure. The cen- 
tral autonomic system immediately attempts to re- 
store normal pressure. It may be successful; it may 
fail to react quickly enough and leave the pressure 
low; or it may overreact and produce a final pres- 
sure higher than the initial one. According to 
Funkenstein, only those subjects respond to ECT 
who show a sluggish reactivity, i.e¢., the hyporeac 
tors. Dr. Gellhorn has shown that exciting the 
central nervous system, ¢.g. with Benzedrine, pro- 
duces a hyper-response with mecholyl, whereas a 
destructive lesion in the hypothalamic area pro 
duces a hypo-reactive curve. It thus appears that 
ECT activates the central nervous system. This 
may be the rationale for the use of ECT. It ought 
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therefore to be used only for the treatment of the 
hypo-reactors. It also follows that it ought not be 
used for hyper- or normal reactors. I have ob- 
served several instances where schizophrenics with 
hyper-reactive curves were clinically much worse 
after ECT. Dr. Gellhorn further suggests that car- 
bon dioxide in adequate concentration may reduce 
activity and would therefore be indicated for the 
hyper-reactive group. The evidence that this gas 
is useful is not complete, perhaps because autonomic 
testing was not used as an indication. It is im- 
portant to test this hypothesis. 

This work by Funkenstein and its re-examination 
by Gellhorn is one of the first attempts to develop 
physiological prognostic tests for psychiatric treat- 
ment. The difficulty, of course, is that in our pre- 
occupation with multiple causation and the whole 
person in the whole environment we lose sight of 
the most important therapeutic principle in medi- 
cine: the treatment of the most modifiable factor. 
No one will argue that a sliver in one’s finger is 
not of multiple etiology. Equally no one will deny 
that the simplest thing to do is remove the sliver. 
Thus with mental diseases, even though they are 
multiply caused, one maneuver related to the cen- 
tral autonomic nervous system restores homeostasis. 
This may be difficult for some psychotherapists to 
accept. In our profession we have acquired “holy” 
concepts which we have repeated by rote until like 
the conditioned reflex they are produced with mini- 
mum provocation. One of these is that every men- 
tally ill person must be improved by psychotherapy. 
The mecholyl work denies this principle and in turn 
indicates that some people may be improved by 
psychotherapy, but that others are improved in- 
finitely more by physiological treatment, and, for 
example, ECT is not an adjunct to psychotherapy 
(to improve the relationship), but that it may be 
that psychotherapy is an adjunct to other therapy. 

Dr, Gellhorn has achieved his hope that “vision 
is as necessary an element in scientific research as 
is the carefully controlled experiment.” I hope that 
many will read this book, 

A. Horver Pu. D. M.D., 
Saskatoon, Sask. 


ALL THe Sexes. By George W. Henry, M.D. 
(New York: Rinehart, 1955. Price: $7.50.) 


Society rarely shows concern or understanding 
for the many people who suffer from sexual devia- 
tion, even though a particular maladjustment may 
be a direct outcome of society's attempt to force 
sexual behavior into artificial, man-made mores, 
rather than basing the code behavior upon nature’s 
demands, The infant is not born a “little savage,” 
as he is so frequently described ; he is born unknow- 
ing—a receptive field for the material which is 
thrust upon him daily. Much which is regarded as 


“bad” by his parents or other adults is really only 
eagerness to learn about the things he does not 
know. Infantile exploration of the genitalia and 
body functions, for instance, is not accepted as a 
part of the development of the child, but in terms 
of adult standards of what is considered proper or 
improper. Pressure by the adult upon the child to 
abandon the quest for information about his body 
does not stop his curiosity about his body, and 
eventually about sex, but can force him to do his 
experimentation in secret. He learns that nothing 
can bring on such exaggerated behavior on the part 
of the adult as does his touching his “forbidden 
area.” Recognition of the parts of his face, hands, 
and feet brings smiles of approval but an attempt 
to recognize the covered portion of his body brings 
him nothing but frowns, threats, and even corporal 
punishment. 

Later, the child learns that his parents indulge in 
“unspeakable” practices which can result in the birth 
of a child. If a child is born of this union, he 
is told he must love this child; it is his brother 
or his sister. He knows that the child is the product 
of sexual intercourse between the parents and that 
the parts of the body employed are those which he 
has been taught to regard as “untouchable.” 

Still later he learns that these organs are a source 
of pleasure. He is given to understand that when he 
is physically mature and can support a wife he may 
marry and have satisfying sex relations. However, 
if the intimacies with the opposite sex are not 
pleasurable as a result of the fears and anxieties 
inculcated by the misguided parents during the 
youngster’s most impressionable years and he seeks 
an unconventional outlet, he is the butt of rude 
jokes, is treated to ridicule, ostracism, and even im- 
prisonment. Many parents object to children receiv- 
ing information about sex in schools; but it is not 
uncommon for the children to discuss homosexuality 
and other variants among themselves. Their source 
for information? The many sensational books which 
are a part of a flourishing business which entertains 
the sexually curious. Dr. Henry’s book has been 
written for those of the general public who read to 
gain understanding. It is a book in which the facts 
are carefully stated. If it is as carefully read, it 
may help alleviate some of the environmental and 
psychological factors which contribute toward the 
creation of the sexual deviant. To be able to relieve 
a situation we must first be made aware of the cause 
and if we cannot eradicate the problem, we can at 
least avoid adding to it. We may not be our 
brother's keeper ; but if he is well, happy, and work- 
ing constructively, we are not burdened by feelings 
of guilt, remorse, or responsibility, which is the 
case if he commits the crime we could have pre- 
vented. 

MERIAN GROSSMAN, 
New York City. 
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cases refractory to TRIDIONE therapy 


seizures. Often successful where 
other therapy has failed. 


-fit your anticonvulsant therapy to the specific seizure type 


petit mal, myoclonic and mixed seizures. 
Effective in disorders of 


4 agent of choice—for symptomatic 4 
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THE RIKER BRAND OF RESERPINE 


is available in a wide range of 
dosage forms for ambulatory 
and institutionalized patients 


Serpiloid Serpiloid 
Tablets (ora) Intramuscular 


are available in the follow- is available in 2 cc. 
ing strengths: 0.25, 1, 2, ampuls, containing 2.5 
3 and 5 mg. each. mg. per cc. and 5 mg. 
per cc., respectively. 


Quotations for institutional 
quantities supplied on request. 


LABORATORIES, INC. Los ANGELES 54, CALIF. 
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stops anxiely 


Dimetnycane safely blocks abnormal im- 
pulses at the interneuron to relieve ten- 
sion and relax spasm. It has little effect 
on normal impulses, and none on the 
higher centers. DimeTHYLANE is the safe 
tension relaxant,tranquilizing the patient: 


without mental clouding 
» without sedation or hypnosis 
» without effect on voluntary centers 


DIMETHYLANE stops anxiety tension safely, 
without even partial or temporary weak- 


interneuron 


ening of voluntary motor functions. It is 
more effective than mephenesin and has 
a wider margin of safety, In fact, there 
have been no reports of toxicity to 
DIMETHYLANE. 
Lye Two capsules after meals and at 
bedtime. Dosage may be reduced for indi- 
vidualized maintenance therapy. 

In green capsules (0.25 Gm.), 
in bottles of 100 and 1.000 
Samples and literature available on 


request. 


Dimethylane 
the Tension 
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INFLUENCING THE SAFETY 
OF ELECTROCONVULSIVE THERAPY 


‘ANECTINE’ 


CHLORIDE brand 


“removes practically all of the previous risks inherent in the treatment.” 


respiratory 
safety 


cardiovascular 
safety 


orthopedic 
safety 


over-all 
safety 


“... patients treated with this muscle relaxant, though often 
apneic, are readily ventilated with oxygen. Skin color remains 
excellent,”’? 


“The most important [observation] is the elimination of 
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hypoxia or anoxia. 


“The arterial blood pressure is found to rise during the 
[unmodified] electroshock. When the muscular spasm: and the 
asphyxia are eliminated with the administration of succiny]- 
choline and oxygen, a slower and more even rise is noted; .. .’* 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 
even rate.’’* 


“ ..the occurrence of fractures and dislocations has been 
reduced to zero,’ 


“No fractures occurred in the group during therapy.’’® 


“Modification of electro-convulsive therapy with thiopental 
sodium and succinylcholine chloride is a much safer treatment 
as shown by the absence of fractures and medical complications 
in our series of 7,500 treatments.”? 


references : 

1. Saltzman, C., Konikov, W., and Relyea, R. P.: Dia. Nerv. Syatem 16:158, 1955. 2. Nowill, 
W. K., Wilson, W., and Borders, R.: A.M.A. Arch. Neurol. & Paychiat. 71:189, 1954. 2 
Steven, R. J. M., Tovell, R. M., Johnaon, J. C., and Delgado, E.: Aneathesiology 15:624, 1954 
4. Holmberg, G., et A.M.A. Arch. Neurol. & Paychiat. 72:72, 1954. 5. Wilson, W. P., 
and Nowill, W. K.; ibid, 71: 122. 1954. 


*ANECTINE’ Chloride brand Succinyicholine Chioride INJECTION intravenous injection 
20 mg. per ce. 
Multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, New York 
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NICOZOL 

relieves mental confusion and 
deterioration, mild memory defects and 
abnormal behavior patterns. 


NICOZO (pr prychases 


Mail Coupon for Free NICOZOL 
Drug Specialties, Inc. 
P. O. Box 830, Winston-Salem, N. C. 


Kindly send me professional sample of NICOZOL Capsules, 
also literature on NICOZOL for senile Psychoses. 
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REHABILITATION and RELEASE 
from public and private psychiatric 
institutions for the mildly confused and 
mildly deteriorated aged patients may 
be accomplished by treatment with 

the NICOZOL formula.' 


NICOZOL IS SUPPLIED 
in capsule and elixir forms. 

Each capsule or 4 teaspoonful 
of elixir contains: 
Pentylenetetrazol ____ 100 mg, 
Nicotinic acid 50 mg. 


1. Levy, 8. 3.A.M.A, 153:1260,1953 
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REITER 
the ONLY unidirectional 


current instruments 
authentically backed 
by extensive 

clinical experience with 
over 200 references. 


MODEL RC-47C 


the most advanced 
unidirectional current 
instrument for all 
established techniques. 


FREEDOM FROM SIDE EFFECTS 
Model RC-47C provides remarkable freedom from physical 
thrust, confusion, apnea, memory loss, and other side effects. 


AUTOMATIC SAFEGUARDS 
Amazing reduction of thrust is automatically provided even 
at full seale current. Patients are often breathing before 
completion of seizure. 


PREFERRED FOR AMBULATORY PRIVATE PRACTICE 
During treatment patients do not disturb quiet office atmos- 
phere since confusion and excitements are avoided. These 
features are equally valuable in hospitals. 


VERSATILE EASY TO OPERATE 
The simple controls allow all established techniques. Merely 
switch to treatment and adjust current with only one con- 
trol knob. 


INCREASED EFFICIENCY OF CURRENTS 
Minimal stimulation is required to produce an effective 
seizure. The use of such biological currents tends to elimi- 
nate the undesirable electrical energy component which is 
the cause of unwanted side effects. 


RUGGEDNESS AND ACCURACY 
These instruments do not require adjustment for very long 
periods of time. Yet they are so accurate as to allow for 
delicate work within the brain. 


JEITER ELECTROSTIMULATO Current, improved techniques are based on Model RC-47C 


and provide the means of treating resistant and difficult 


RE USED BY THE FOREMO! cases with therapeutic success. 


Write for bibliography of references. 


REUBEN REITER, Se.D. 
38 WEST 48th STREET, NEW YORK 36, N. Y. 
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© BARBITURATE COMA AND 
OTHER RESPIRATORY PROBLEMS 
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Unequalled for ease 

of operation in the 
application of 

AC current, the durable 


MOL-AC Il 


TRADE MARK 


incorporates NEW, 
clinically proven 
principles designed 
to reduce fracture 
hazards. 


At a touch of the finger, the Mot-Ac 1 automatically 
provides for an initial application of current ingeniously 
softened to greatly reduce thrust. There are no compli- 
cated dial settings, no warm-up delays, no manual timing 
devices—just plug into ordinary AC house current and 


use. 


Originally available only in a 3 x 5-inch steel case, the 
Mot-Ac t may now be ordered in a handsome walnut 
cabinet with a Bakelite control panel. Prices are $85.00 
in steel case, $90.00 in walnut case; physician's bag and 


attachments are $10.00 additional. 


The Mot-Ac 1 is still available at $55.00 in steel case; 
$60.00 in walnut case, plus $10.00 for physician’s bag and 


attachments, 


Literature is available on Dalter’s Photic-Stimulator 
which, together with stand, is priced at $125.00. All 
prices F.O.B., New York. 


REUBEN REITER, Se.D. 
38 WEST 48th STREET, NEW YORK 36, N. Y. 
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NO “BARRED LOOK"-THESE WINDOWS 
CREATE A HOMELIKE ATMOSPHERE 


With the Fenestra* Psychiatric Package 
Window unit there is nothing to sug- 
gest restraint. The protection is where it 
should be—in the window’s design, and 
in its covering screen. 

Besides the steel window itself, the 
Fenestra Psychiatric Package Window 
unit includes steel casing, operating 
hardware (bronze adjuster handle is re- 
movable), and the choice of three spe- 
cialized, flush-mounted, inside screens: 
(1) A Detention Screen for maximum 
restraint. The finest stainless steel mesh 
is attached to strong, concealed shock 
absorbers. (2) A Protection Screen, 
without shock absorbers, for less dis- 
turbed patients. (3) An Insect Screen for 
windows in nonrestraint areas. All three 
screens, of course, serve as insect screens. 

Designed for the protection of the pa- 


Architectural, Residential and Industrial Windows 
Metal Building Panels « Electrifioor* « Roof Deck 
Hollow Metal Swing and Slide Doors 


Fenestra 


tient, the Fenestra Psychiatric Package 
Window has no projecting parts to en- 
courage climbing. There are no sharp 
corners. The patient cannot get at the 
glass. All-weather ventilation is con- 
trolled without touching the screen. 
Window is washed inside and out, from 
within the room. 

To eliminate maintenance-paint- 
ing, Fenestra Windows are available 
Super Hot-Dip Galvanized, from Ameri- 
ca’s only plant specifically designed for 
hot-dip galvanizing of steel windows. 

Only Fenestra completely fabricates a 
window unit of this type. For complete 
details, call the Fenestra Representative, 
listed in your classified telephone direc- 
tory, or write Detroit Steel Products 
Company, Dept. AJ-6, 2276 East Grand 
Blvd., Detroit 11, Michigan. 
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Two articles in the April 30th issue of The Journal of the AMA'.* report on... 


an entirely new tranquilizer 


with muscle relaxant action 


Miltown 


2-methy!-2-n-propyl-1, 3-propanediol dicarbamate 


unrelated to chlorpromazine or reserpine — 
proved effective in 


ANXIETY, TENSION, MENTAL STRESS 


® No autonomic side effects. 
@ Well tolerated. 
® Not habit forming. 
® Acts within 30 minutes. 


® Effective over a period of 6 hours. 


*“Miltown . . . is a practical, safe, and clinically 
useful central nervous system depressant. It is 
not habit forming. Miltown is of most value in 
DOSAGE: the so-called anxiety neurosis syndrome, 

One or two especially when the primary symptom is tension 
tablets three ... Miltown is an effective dormifacient and 
tiene Cally. appears to have many advantages over the 
conventional sedatives.”"! 


1. Selling, L.S.: J.A.M.A.1$7: 2. Borrus, J, C.:J.A.M.A.157: 
1594, 1955. 1596, 1955. 


A product of original research by 


WALLACE LABORATORIES 
Division of Carter Products, Inc., New Brunswick, New Jersey 


REPRINTS AND SAMPLES AVAILABLE ON REQUEST 
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. . Selected Books for Psychiatrists 


Energy and Structure 
in Psychoanalysis 


KENNETH MARK COLBY, M.D. 
San Francisco Institute of Psychoanalysis 


Ready in December. Tempering cal problems. Dr. Colby’s over-all 


original thought with sound scholar- 
ship, Dr. Colby’s new study discusses 
the basic theory underlying psycho- 
analysis. He analyzes in detail two 
fundamental postulates psychie 
energy and psychic structure. Relat- 
ing the history, development, and 
present status of these two constructs, 
he illustrates their usefulness and in- 
adequacies in approaching theoreti- 


aim is to provide a framework for 
future investigation by setting up a 
model of the workings of the mind 
which can be used to explain psycho- 
analytic data more definitively. He 
also proposes a new cyclic-circular 
model of psychic structure which or- 
ganizes innate and experiential fac- 
tors into a structural and functional 


whole. Illus. $4.50 


A Primer for Psychotherapists 


Also by KENNETH MARK COLBY, M.D. 


This book fully discusses the principles of the psychothera- 
peutic interview, detailing the reasons for each step of treat- 


ment. 


Book covers professional problems such as office 


environment, how to begin and end interviews, how to deter- 
mine whether the patient is suitable for psychotherapy, be- 


havior during the interview, plus scores of others. 


$3.25 


A Short History of Medicine 


ERWIN H. ACKERKNECHT, M.D. 
The University of Wisconsin Medical School 


Published in August. This book 
presents a brief, readable account of 
each major trend in the history of 
medicine, interprets its application 
for modern practice, and brings out 
its significance in terms of scientific, 
sociological, and economic develop- 
ments. Book surveys the vital achieve- 
ments, the men who made them pos- 
sible, and the other salient facts of 


but 
authoritative study. Ideal as a refer- 
book 


strides made since 1800, and gives a 


medical history in a_ concise, 


ence, emphasizes the great 
balanced coverage to surgery and in- 
ternal medicine, clinical treatment, 
preventive measures, medical practice 
discoveries on 


28 Illus. $4.50 


and the scientific 


which it is based. 


THE RONALD PRESS COMPANY @ 15 E. 26th Street. New York 
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Electro- 
Shock 
Ther apy with proven 


GLISSANDO TREATMENT 


reduces severity of convulsion... 
reduces chance of fracture... 


Model 160-G 
$250.00 


|, As illustrated complete 


As illustrated PO R TAB LE 


complete with 


electrodes U N I T Ss 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized. In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consisten 
of results. The Glissando rate of rise, variable from .4 second to 2.0 poser 4 
in steps of 0.2 second may be selected to regulate the degree of “glide” into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 

Conventional Shock Therapy can be given at will. 


Write Dept. A for Free Literature 


LEKTRA LABORATORIES, inc. 


154 ELEVENTH AVENUE-NEW YORK 11, N 


diva 
wu 
AN 
; 


@ In nausea and vomiting 
@ As pre-anesthetic (no injection) 


iL 
CHLORAL Fouls the hyperteniv cil 


@ For children who refuse oral medication 


| RAPID, SAFE SEDATION WITHOUT HANGOVER 
RECTAL 


ADMI NISTR ATION Now chloral hydrate can be given in measured 


rectal dosage without gastric irritation, and in 
cases is difficult or 
impossible. Aquachloral Supprettes do not re- 
Or, 10 rer quire double oral dose as ordinary suppositories, 
15 Gr. (yellow). In Jars of 12. because of Webster's exclusive “Neocera” base, 
0 which permits rapid and complete absorption of 


Contains no oils or fatty materials. Con- the drug. 

waxes* with active dispersal agen } 

Breaks down in presence of fluids only, f; 

medication completely and . AC Lo AL 
yaltorm wy for’ to availability. Si t t 

uppre es a4 

Aspirin (rectal administration) S| 

Aspirin w/secobarbital sodium 

Gentian Violet (moniliasis) THE WILLIAM A. WEBSTER CO. 
Gentian ‘E. V.’ (pinworms) Memphis 3, Tennessee 


PROFESSIONAL SAMPLES AND LITERATURE AVAILABLE ON REQUEST 


A concise guide to an understanding of 


the motivations, behavior and treatment of alcoholics 


Aleoholism 


ITS SCOPE, CAUSES AND TREATMENT 
by Ruth Fox, M. D., and Peter Lyon 


R. FOX has tried to answer all the questions that have been 

posed in the treatment of alcoholics. She has synthesized 
all of the available data on alcoholism from such fields as law and 
criminology, government and religion, anthropology and sociology, 
to provide a clearer insight into the problems of the alcoholics. The 
result should prove invaluable to all who are professionally con- 
cerned, $3.00 


At all bookstores, RANDOM HOUSE, N. Y. 
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HALL-BROOKE 


An Alive Hespilal 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. 

A high ratio of staff to patients. 

Large occupational therapy building with a trained staff offers 
complete facilities for crafts, arts and recreation. Full program of 
outdoor activities. 

Each patient is under constant, daily psychiatric and medical 
supervision. 

Located one hour from New York on 120 acres of Connecticut 
countryside, 


HALL-BROOKE 


Greens Farms, Box 31, Conn., Tel.: Westport, CApital 7-5105 
George S. Hughes, M.D. Robert Isenman, M.D. 

Leo H. Berman, M.D. Blanche Glass, M.A. 

Alfred Berl, M.D. Mrs. Heide F. Bernard and 

Louis J. Micheels, M.D. Samuel Bernard, Administrators 


New York Office: 46 E. 73rd St., New York, N. Y., LEhigh 5-5155 


ISHED 


WESTBROOK SANATORIUM 


poychiatric hospial Sta PAUL ANDI RESON, MD. 


ploying modern diagnowic and treat ANKINGHIP MD 
Medel 

ment procedures—cleetro shock, in- JOHN SAUNDERS MD 

ychotherapy, occupational and 
THOMAS F COATES MD 
recreational therapy —lor nervous and 

mental disorders and problems of Aru vase 
addiction. 


PO Box 14 RICHMOND, VIRGINIA 
Brochure of Views of our 12% Aeve Estate 
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MILWAUKEE SANITARIUM FOUNDATION, INC. 


Wauwatosa, Wisconsin 
Annes Bide. Maintaining the highest standards 


since 1884, the Milwaukee Sanitarium 


Foundation continues to stand for all 


Wititam T. M. D. at i i 
that is best in the contemporary care 


M. 
Lawis Dawzices, M. D. 
D. and treatment of nervous disorders. 


ames A. A anhs i 
Photographs and particulars sent on 


request. 


Warvo W. Buss, Executive Director 


COLONIAL HALL— 
One of the 14 Units im “Cottage Plan” 


HIGHLAND HOSPITAL, INC. 
Feunded in 1904 Asheville, North Carolina 
Affiliated with Duke University 
non-profit pina institution, offering modern diagnostic and treatment pro- 


A 
ced in, electroshock, psychotherapy, occupational and recreational therapy— 
for nervous and menta! disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 

The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 


Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 


XXX 


» 


@ Modern Treatment Facilities @ Psychotherapy Em- 
phasized @ Large Trained Staff @ Individual Attention 
SO  « @ Capacity Limited @ Occupational and Hobby 
by (“l@&.. Therapy @ Supervised Sports @ Religious Services 

Pes... 
Your patients spend many hours daily in healthful out- 


T ' T door recreation, reviving normal interests and stimu- 

lating better appetites and stronger bodies... all on 
Florida’s Sunny West Coast. 

4 Rates Include All Services and Accommodations 
A MO D E R N H re) S P TA L FO R Rates to posi Institutions 
Medical Director—Samuel G. Hibbs, M.D. 

EMOTIONAL READJUSTMENT Associate—W alter H. Wellborn, Jr.. M.D. 
Samuel R. Warson, M.D. 


TARPON SPRINGS e FLORIDA Keating, M.D. R. 
k Russ, Jr., M.D. Arturo G. Gonzalez, M.D. 


Zac 
ON THE GULF OF MEXICO Phone: Victor 2-181 1 


HIGH POINT HOSPITAL 


Port Chester, New York 
WEstmore 9-4420 


Ratio of one active psychiatrist for every four to five patients; each patient receives 
absolute minimum of three hours of psychoanalytic psychotherapy per week; highly 
individualized management, shock and drug therapies used adjunctively; therapy 
given by senior psychoanalysts, and resident psychiatrists under immediate super 
vision of the Director; staff of medical consultants; near New York City 


ALEXANDER GRaLnick, M.D. F.A.P.A., Director 
Chief Consultants Associate Consultants 


P. Jewerr, M.D Rurn Fox, M.D 
Wittiam V. Sitcverperc, M.D., F.A.P.A L. Crovis M.D 


issistant Medical Director Clinical Director Director of Research 
J. Witttam Strverserc, M.D Merevyn Scnacut, M.D., F.ALPLA Sreruen W. Kemrstren, M.D 


Resident Psychiatrists 
Junius Arkins, M.D Jenome Duckman, M.D Lereaver, M.D 


Paychologists 
Mitprep Suerwoon Leaner, M.A LeaTnice Sryver Scuacutr, M.A 
Consultants 
H. Gries, M.D., Frank J. Massucco, M.LD., J. M.D 
Gynecology FACS Internal Medicine 
Surgery 


Ievine J. 


NATHANIEL J. Schwartz, M.D 
- Dentistry 


Internal Medicine 
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MORNINGSIDE SCHOOL 


Grades 6-12 co-ed day school Est. 1937 


For the child whose emotional problems prevent adequate functioning in the usual class 
situation, Morningside offers: 


An atmosphere of acceptance and understanding 

Work adjusted to students’ achievement levels 

Small classes averaging six students 

Academic and commercial courses leading to high school diploma 


The school cooperates with the child’s therapist in every way possible. Students are accepted 
at any time during the year. 


Mary H. Wicks, Director 548 West 114th St., N.Y.C., MOnument 2-3109 


(Opposite Columbia Univ.) 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Avenum or tHe Americas, Room 310 
New 20, New Yore 
Enclosed herewith is $ for one year’s subscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume......... 


Gubserintion $12.00 a year or by the Volume. Foreign Postage $1.00 extra. (New Volume began 
July 1955.) 


IMPORTANT 


WE ARE DESIROUS OF OBTAINING 
COPIES OF THE MARCH 1955 ISSUE 


WE WILL PAY 75c PER ISSUE PLUS POSTAGE COSTS 


SEND TO: 


AUSTIN M. DAVIES, BUS. MGR. 
AMERICAN JOURNAL OF PSYCHIATRY 
1270 Ave. of The Americas, Rm. 310 
New York 20, New York 


Number 
AM 
Prin 
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SANITARIUMS and PRIVATE HOSPITALS 


1 KEENE ROAD, HARRISVILLE, N.H. TELEPHONE 2 


A GERIATRIC SANITARIUM providing specially trained nursing 
Dr. Horace G. Ripiey care, management, and rehabilitation by qualified registered psychi- 
atric nurses. We operate under the supervision of the New Hamp- 
shire Department of Public Health. 


Consulting Psychiatrist 


ANGELINE R. Gittis, R.N. 


Director We extend a cordial invitation to visit. A phone call or correspond- 
ence will provide complete information. 


BALDPATE, INC. 
GEORGETOWN, MASS. 
FLEETWOOD 2-2131 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of psychoneuroses, personality disorders, psychoses, alco- 
holism and drug addiction. 


Psychotherapy is the basis of treatment; electric shock treatments, subcoma 
and deep coma insulin therapy when indicated. 


Occupation under a trained therapist, diversions and outdoor activities. 


G. M. Scuitomer, D., Medical Director 


THE EMORY JOHN BRADY HOSPITAL 


401 Southgate Road COLORADO SPRINGS, COLORADO 
MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. James Brapy, M.D., Medical Director 
C. F. Rice, Superintendent 


Francis A. O'DONNELL, M.D. Gerorce EF. Scorr, M.D. 
Tuomas J. Hurtey, M.D. Rospert W. Davis, M.D. 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 
ESTABLISHED 1855 
"A CENTURY OF SERVICE IN PSYCHIATRY" 


A private psychiatric hospita! offering all accepted therapies. 
Selected Geriatric, Alcoholic, and Addictive cases accepted. 


Francis W. Kelly, M.D., F.A.P.A. (M.H.A.) Joseph Griffen, M.D. 


Physician in Charge Associate Physician 
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CEDARCROFT SANITARIUM & HOSPITAL, INC. 


R. D. No. 2, Columbia Road 
Silver Spring, Md. 
JUniper 9-2197. 
Nine miles from Washington, D. C. — In rural Maryland 
Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 
Resident and open staff, with privileges to qualified psychiatrists. 
Member of N. A. P. P. H. 


H. E. Andren, M. D. T. W. Steen, Ph. D. 
Medical Director Clinical Psychologist 


°.0.8 87 EARVIEW HOSPITAL 


A private psychiatric hospital located in the hub of the Tri-State Area (Southern Indiana, 
Kentucky and Illinois). Offering in diagnostic work and treatment procedures—insulin, electro 
stimulation, electro-convulsive, psychotherapy, occupational and recreational therapy. 
Out-patient facilities also available for those desiring non-resident care. 


Albert J. Crevello, M.D. Mary F. Hamilton, M. D. 
Diplomate-Medica! Director Associate 


FAIR OAKS 


INCORPORATED 


Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 

20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 


Oscar Rozetrt, M. D., Tuomas P. Prout, Jr., 
Medical Director Administrator 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 


A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.— WERNER SCHMIDT, M. D.—Chief of Staff 
Medical Director NATHAN KALICHMAN, M.D. 

MARGARET BIAMA, M.D. FRED SWARTZ, M.D. 

JACK PEARLMAN, M.D. ELLIOT LUBY, M.D. 
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ROCHESTER, MICHIGAN 


0. D. A psychoanalytically-oriented hospital 
for the diagnosis and treatment of 


JOHN D. WHITEHOUSE, M.D. 
Clinical Director mental and emotional illness. 


GRAHAM SHINNICK 
Manager Member of American and Michigan 


Telephone: OLive 1-9441 Hospaal Associations. 


THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residentia! school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Correr Hirscuserc, M. D., Director Topeka, Kansas; Telephone 3-6494 


MONTEREY SANITARIUM 
Since 1941 


Nine Miles East of Los Angeles — In the Beautiful San Gabriel Foothills 


A modern, fireproofed mental sanitarium of 145 beds, all on one level. Ideal for elderly, 
senile. Electric shock, occupational, and other recognized therapies available as required. 

Pleasant, large enclosed patios and well-designed buildings achieve homelike atmosphere. 
Separate units for disturbed, less disturbed, and recovery type cases. 


CHARLES T. BATTEN, M.D., Medical Director 
1267 San Gabriel Boulevard South San Gabriel, California 
Telephone ATlantic 0-3220 


Established 1930 PINE WO OD Katonah 4-0775 


Katonah, New York 
CWestchester County) 


This 65-bed hospital has been known to the profession for many years. It has pioneered in 
all forms of therapy from their inception. Insulin, Electro-cerebral Stimulation and all its 
modifications, and the newest pharmacological therapies are used clinically and for research 
purposes. Our staff is psychoanalytically oriented, and our patients receive individual and also 
group psychotherapy. 


Joseph Epstein, M.D., F. 
Louis Wender, M.D., F. 


4 A} Ph ysicians-in-C harge 
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Founded RIVER CREST SANITARIUM 1896 
New York City 

Modern Facilities for the individual care and treatment of nervous, mental, alcoholic and 

geriatric patients. All recognized therapies available according to the needs of the individual 

patient. 


Courtesy privileges to qualified physicians. American Hospital Association Member. 
Approved for residency training in psychiatry. 


Layman R. Harrison, M.D. Martin Dollin, M.D. Sandor Lorand. M. D. 
Medical Director Clinical Director Director of Psychotherapy 


Twenty Minutes from Mid-Manhattan 
AStoria 8-0820 


Astoria 5, New York 


SAINT JoserH SANITARIUM 


2420 Asbury Street Dubuque, lowa 
or phone 3-8291 for information. 


(Supervision of Religious Sisters of Mercy) 
(Detroit Province ) 
ACUTE MENTAL AND NERVOUS CASES 
also 
CONVALESCENT AND REST PATIENTS 
SHOCK THERAPY, HYDROTHERAPY, PHYSIOTHERAPY, 
OCCUPATIONAL THERAPY, COMPETENT STAFF 


Phone: WINDSOR HOSPITAL, Inc. Established 
CHestnut 7-7346 Chagrin Falls, Ohio 1898 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


Joun H. Nicuors, M.D. G. PauLine WELLS, R.N. Herpert A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 
AMERICAN JOURNAL OF PSYCHIATRY 19 
1270 or THE Americas, Room 310 Date 
New York 20, New York 
Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number 


NAME 
Print 


ADDRESS 


SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra. (New Volume began 
Juiy 1955.) 
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THE ULTIMATE GOAL Is 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 


Leslie R. Angus, M.D. Director of Psychiatric Services 


and the Child Research Clinic 


William L. Noe, Jr., M. D,, Disector of Medical Services 


Eugene B. Spitz, M. D., Neuro-Surgery Consultant 


PSYCHOLOGICAL STAFF 
Myrtle E. Wampler, M. A. 
Fritz Stirner, M. A. 
Kathryn Burchard, M. A. 
Gisela Ungurian, M. A. 
Paul M. Forest, M. A. 


Frank P. Bakes, Ph. D., Attending Consultant in Speech 
Ruth M. Strang, Ph. D., Attending Consulrant in Reading 


Edward L. Johastone, 
President 


THE Woops SCHOOLS 


A non-profit organization, founded im 1913 
LANGHORNE, PENNSYLVANIA 
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dis for 
demonstration 


D is for 


Devereux Schools which believe that a “special” 
school’s one and only recom- 
mendation is ability to demon- 
strate results. 

Devereux is proud of the re- 
sults it has already demon- 
strated—through the lives and 
achievements of several thou- 
sand young citizens, who found 
inner peace and rehabilitation 
at a Devereux School. It is 
proud of the results it continues 
to demonstrate today, in every 
single residential boarding 
school which constitutes a De- 
vereux unit. And it anticipates 
even greater pride in the results 
it will demonstrate “tomor- 
row,” as both research and 
training facilities continue to 
expand rapidly—seeking im- 
proved diagnosis, prognosis, and 
therapy not only for Devereux 
Schools but also for other “spe- 
cial” schools, guidance clinics, 
and both public and private 
treatment centers. 

Devereux invites you to visit 
one or more of the schools, as 
well is the central professional 
units on either the East or 
West Coasts. Or, if further in- 
formation is desired, write 


OHN M. BARCLAY 
irector of Development 

Devereux Schools 

Devon, Pennsylvania 


Santa Barbara, Callfornia 


Schools 


UNDER THE DEVEREUX FOUNDATION 
Helena T. Devereux, Director 


Devon, Pennsyivania 
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